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Ture has been in the past a more or less general 
opinion, both among certain of the profession and 
among the laity, that postmortem examinations have a 
place only in those institutions directly connected with 
our medical schools or in certain postgraduate medical 
centers. Only too often is it thought that men who 
have attained the degree of doctor of medicine and who 
have been licensed to practice this profession have re- 
ceived their full quota of medical knowledge and train- 
ing. In every hospital there are certain physicians who 
never attempt to correlate their antemortem diagnoses 
with the pathology presented at the necropsy table, and 
who even discourage any such proceedings. 

Among the laity, also, one often meets the belief 
that the physician who has attended the patient should 
have a complete knowledge of the disease processes and 
the pathological changes which have taken place. This 
is exemplified in the case of a nonmedical coroner in 
one of our largest cities, who met the request for 
“You don’t need autop- 
It is evident 


autopsy with the statement: 
What have you got the X-ray for?” 
that these people do not realize that even the most 
skilled physician cannot know all of the factors which 
might have played a part in the course of the disease. 
They do not appreciate that a more accurate knowledge 
of the anatomical condition presented in each case, when 
correlated with the clinical findings, will add to the gen- 
eral knowledge of the management and prognostication 


sies. 


of similar cases. 

One might think from the attitude of certain medi- 
cal men that medicine was an adult science which had 
accomplished its whole period of growth, and that the 
voluminous medical treatises provide all of the infor- 
mation that is needed in the diagnosis, treatment, and 
prognostication of all of the ailments which may befall 
man. 

Medicine is partly a science. 
an art. It is a profession in which the knowledge which 
has been received from others can become useful only 
when combined with the knowledge originating in per- 
sonal experiences. There are, indeed. few cases which 
can definitely be classified along cut-and-dried lines, 
Differentiations 


It is also very much 


and where variations are not present. 
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can be made only from an understanding of the possible 
variations which might be present. It is evident that a 
physician with a very large practice may have consider- 
ably less experience than one with a lesser practice 
who correlates carefully all clinical symptoms and later 
the pathological processes which have been produced. 
The latter will be better able to judge the physiological 
make-up of his patients, the personal reactivity to the 
disease and to treatment. He is better trained to per- 
ceive changes and modifications in the condition of his 
patient from the very beginning and to be able to stimu- 
late or inhibit those changes according as they are 
favorable or harmful. 

The practicing physician cannot acquire personal 
experience and a sound clinical judgment without 
understanding the pathological 
changes which are taking place in his patient and keep- 


physiological and 
ing a check on his observations by a study of actual 
pathology. We do not expect that the painter who 
leaves the art school is ready to produce at once the 
greatest pictures of his artistic life. It is only by con- 
stant study of the ultimate results, and learning the fac- 
tors which enter into these that he gradually improves 
his technic. The enduring performances of this world 
are not, as a rule, the products of the young and inex- 
perienced. In a general way it can be said that mature 
age and, especially for intellectual performances, the 
mature mind is the safest producer of well-founded and 
reliable judgment. 

Time and the opportunities of life and work, give 
experience to the physician, mold his judgment and con- 
tribute to make out of him the best guide to whom the 
The 
opportunities to learn may vary somewhat for different 


patient can go for help when afflicted with disease. 


individuals, but the opportunity is present for everyone. 
The willingness to work, and the desire to make use of 
the information which everyday activities offer to our 
minds, as well as the desire to collect such information, 
to coordinate it in such a way as to enable one to in- 
crease one’s personal experience, to render it more ex- 
tensive by making stronger foundations for those ideas 
and general principles which guide our judgment and 
action—all these things will make us more efficient in 


the great fight against disease and suffering. 
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The progress of medical science is dependent on the 
development of methods of observation, constantly more 
accurate, of. functional and morphological phenomena 
in both the normal and pathological conditions, and on 
the correlation of such findings. The performance of 
numerous autopsies has aided greatly in the progress 
which has been made. They have allowed the clinician 
to interpret, in terms of pathological changes, certain 
clinical symptoms; to establish a relationship of cause 
and effect between definite anatomical conditions and 
certain clinical phenomena. They have often shown the 
way in the development of preventive measures, and 


have given definite indications as to treatment, besides 


helping more precise prognostication. 

Within comparatively recent time, preventive medi- 
cine has come to play a very large role in the fight 
It plays equally important parts with 
Much of what has 


against disease. 
curative and palliative medicine. 
been accomplished up to the present time has been the 
result of careful observation and research, and it should 
be evident to all that the work which has been done has 
by no means exhausted the efficacy or the efficiency of 
these methods. There is no “exhausted” gold mine 
which does not still contain some particles of the 
precious metal. It has often happened that those who, 
at the price of hard labor, are seeking a relatively low 
return, have discovered unexplored veins of unusual 
richness. It is likewise true with physicians that while 
fitting themselves for their hard work and keeping fit 
to perform it, they have improved their methods in such 
a way that their efforts after all have been more than 
rewarded. 
tributing to the more complete development of those 
who study it; of contributing to their intellectual 


Every case holds the possibility of con- 


growth, besides contributing in a direct or more indirect 
way, at least, a little bit to the advancement of medical 
science. They will contribute to the preservation and 
perpetuation of ideas and of sane medical theories. 
which will be reasonable and fruitful in useful service 
to patients and, in a broader sense, in the maintenance 
of public health. 

The rational development referred to above, will 
enable the physician to profit more definitely by the 
observations of others as recorded in the medical litera- 
The 


mind of the reader will be more receptive if he can find 


ture, and to expand more fully his knowledge. 


something which he can associate with personal observa- 
tion and experience. Much of the useful recorded medi- 
cal knowledge is based, at least to a large degree, on the 
anatomical conditions which have been observed. 

The performance of autopsies gives to the mind the 
habit of registering and of assigning a relative value to 
these pathological conditions in the problems which we 
have to solve. They maintain the mind in an alert, pre- 
pared, and receptive state to what may come from the 
outside, rendering it more able to take advantage of 
this knowledge. It is easy to understand why the fore- 


most medical minds are anxious to see this investigating 
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trend of mind perpetuate itself. Even though it does 
not always produce giants of the mind, it at least gives 
to the physician the possibility of the birth and growth 
of an altitude of mind saturated with scientific honesty, 
of devotion to his profession, and adherence to his high- 
est ideals. 

The character of the work done in any hospital 
can be judged, to a certain extent at least, by the per- 
centage of autopsies which are obtained. Cognizance 
has been taken of this fact by the American College of 
Surgeons, and during the coming year, in order to re- 
ceive an A rating, hospitals will have to show an autopsy 
Eventually this per- 


centage will be increased to thirty or thirty-five per cent. 


percentage of fifteen per cent. 


The character of the work done in any hospital is de- 
pendent upon the members of the staff, especially the 
of the 
the future, it will become increasingly more difficult 


leaders who set the standard work done. In 
to obtain positions on the staffs of desirable hospitals. 
the their 


practice of medicine 


scientific 
will be 


The public will soon learn 


The qualifications of men and 


attitude toward the 
more closely evaluated. 
to know that those hospitals are the safest where only 
qualified men are permitted to practice, and where the 
end results of treatment are closely studied and 
recorded. 

It is evident that a high percentage of autopsies 
cannot be obtained in all hospitals and with all classes 
of patients, but this situation can gradually be im- 
proved. It will be necessary to educate the public, to 
dispel from their minds their misconceived ideas re- 
garding postmortem examinations, and to unfold to 
them the benefits to be derived, both to themselves and 
to the medical profession. If a proper approach is 
made, and if the question is presented in a logical and 
rational manner, permission for postmortem examina- 
tions can be obtained in a large percentage of cases. It 
is becoming more and more the rule to obtain permis- 
sion on a direct request. The public, as a whole, is 
greatly interested in the question of heredity and its 
relation to certain diseases. Oftentimes a brief refer- 
ence to this will change the point of view of the persons 
interviewed. They will understand that observations 
on an individual closely related to them will have a 
special significance which might be applicable to the 
immediate members of the family. Parents, especially, 
who have lost a child, will often be quite willing to make 
this concession that they may obtain additional safe- 
guards for the children who may remain. In still other 
instances, people will be willing to aid in the advance- 
ment of medical science if this point of view is properly 
explained to them. 

The greatest difficulty encountered, although often- 
times not frankly admitted, is the question of senti- 
ment. While admitting the rationale for postmortem 
examination and the benefits which might accrue to 
themselves, to their family and to medical science, they 


will still hesitate to grant the necessary permission. In 














such instances the greatest tact must be used. Without 
too direct reference, they should be made to see in a 
subtle manner that the performance of an autopsy 
should in no way increase the burden and difficulty con- 
nected with the death of a relative. They should be 
made to see that these pathological examinations are far 
from being fearful events for the deceased or for them- 
selves, and also to realize that the external appearance 
is not modified in any manner by such examination, and 
that after autopsy the body is in such a condition as to 
allow relatives and friends to pay their last respects to 
the deceased and to carry away in their minds a peaceful 
memory of a natural, quiet, and restful expression. 

Much can be done by those who are directly con- 
nected with the last acts and with the performance of 
the funeral ceremony in creating a sympathetic and dis- 
creet approbation of the decision which they have made. 
If this is done, the repeated experiences made by diverse 
people of a community will bear its fruit. The public 
at large will be convinced that those who make these re- 
quests are influenced by worthy motives and that they 
are actuated in their endeavors by the common good 
which will accrue from such investigations. 

This direction of the public mind toward a more 
conciliatory disposition toward autopsies becomes evi- 
dent consulted. 1921 
figures at St. Mary’s Hospital have grown in a con- 


when statistics are Since our 
spicuous way, and it is evident that relatives are much 
more willing than formerly to agree to the performance 
of autopsies. It has happened more and more fre- 
quently that relatives have themselves asked for such 
examination, and in some cases the patient himself has 
anxious not to have These 


patients have understood that there is still progress to 


been suffered in vain. 
be made in the science of medicine ; they have had faith 
in its future; and they have shown the desire to leave 
after themselves something which in one way or the 
other might contribute, even if only in a small measure. 
to the happiness of those they were leaving behind by 
helping to maintain and to develop high standards of 


medical science. If the physician is true to the highest 
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ideals of his profession, and shows a zeal for the eleva- 
tion of medical science, the public will soon recognize 
this fact and aid him in securing a correlation between 
the antemortem clinical observations and the postmor- 
tem pathological findings. 

Following are the figures, in percentage, of the 
autopsies secured at St. Mary’s Hospital, in Duluth, 


| 
| 
| 


Minnesota, since the year 1921: 
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DR. LOUIS I. HARRIS, COMMISSIONER OF HEALTH, NEW YORK CITY, IMMUNIZING BABIES 
AGAINST DIPHTHERIA WITH TOXIN-ANTITOXIN AT THE BELLEVUE HEALTH CENTER. 
A SPECIAL CAMPAIGN OF IMMUNIZATION BEGAN MAY 1, CHILD HEALTH DAY, 











The Hospital Chaplain 


Rev. James R. Cox, Pittsburgh, Pa. 


Tae conception of the place the hospital chaplain 
oceupies in the life of the Church as understood by too 
many people, both clerical and lay, is that which a re- 
treatmaster described in telling the story of a priest who 
was not very successful in his ministry. The retreat- 
master followed the priest from ordination and re- 
counted his experiences as he changed from place to 
place, and seemed to fit in no- 

where, and finally the bishop in 

desperation said, “Father, you 


nuns have is the provision made to give them Masses, 
benedictions, holy hours, and other chapel devotions. 
Any small consideration, shown to them in this regard, 
is highly appreciated and the kindness of a considerate 
priest is never forgotten. 

The Sisters, too, are ever on the alert to find souls 
who need the priest and to help the chaplain to bring 
them back to God. A Sister, 
time and time again, in her 
kind, loving way, can work 
wonders where the chaplain 


do not fit in anywhere else; so 
I suppose the only remaining 
chance for you is to send you to 
the Sisters’ hospital as chap- 
lain.” 

This is an absolutely false 
impression about the qualifica- 
tions of the priest who should 
be chosen for one of the very 
important posts in the mission 
of the 
The opinion of the writer on 


Church to save souls. 


this matter is not one of theory 
or solely pious consideration, 
but it is based upon an experi- 
that over a 


ence extended 
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The article which Father Cox has writ- 
ten for HOSPITAL PROGRESS concerning the 
duties and opportunities of a hospital chap- 
lain deserves careful consideration not only 
on the part of hospital workers, but also on 
the part of those who have to do with the 
choice of chaplains for the hospital. A hos- 
pital nowadays is comparable, in the extent 
of the spiritual ministrations which it re- 
quires, to a large parish. Indeed, some of 
our Catholic hospitals are the equal of sev- 
eral parishes, in the number of calls they 
can make on the time of thé priest, and in 
the opportunities which they offer for spir- 
itual ministrations. Those outside the hos- 
pital walls find it difficult to realize these 
things, but Father Cox, who has had long 
experience, can realize them and help others 
to realize them. 

It is only fair to say that the hospitals 
themselves must bear a part of the blame 
for not bringing their needs and opportuni- 
ties more effectively before those who have 
the choice of and appointment of the chap- 


seems to make no headway 
whatever. A chaplain should 
welcome the aid of the Sisters 
and not regard their efforts as 
interference with his duties. 
Nurses 

What wonders a real chap- 
lain can work for the nurses! 
In most instances the girls who 
adopt this 
from small towns where reli- 


profession come 
gious training was secured at 
home and Sunday school and is 
usually very meager. They 
come to the school of nursing 


period of eight years, during or Beg 


which time he served for two 
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years as assistant chaplain; 
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then entered the service of the 


% 


Red Cross and U. S. Army as 
a hospital chaplain overseas, where he spent eighteen 
months among the sick and wounded, completing 
his hospital work by spending four years and a half 
as chaplain of Mercy Hospital, Pittsburgh, Pennsyl- 
vania. 
The Personality of the Chaplain 

Success as a chaplain requires a priest of varied 
ability and attainments. He is required to come in 
contact with the Sisters, nurses, doctors, patients, rela- 
tives and friends of those who are ill, and finally with 
the men and women who carry on the menial work of 
the institution. This requires a man of tact, zeal, and 
learning. 

The Sisters 

The Nuns are possibly the hardest-working branch 
of the universal Church and they labor in season and out 
of season for the salvation of souls. They are in charge 
of the institutions and the chaplain must remember 
that although he is a priest he is not in charge of the 
hospital. In matters spiritual he is supreme. He 
should try to meet the demands of the Sisters for what- 
ever services they or the patients require. He should he 
generous in this matter, because the only comfort the 


By giving Father Cox’s article wide 
circulation they can be of service to their 
own and other hospitals. 


RRO OPORTO PI LITT I SI IRI TI ORES TORUS 


with the greatest respect and 


admiration for priests and 


E. F.G. nuns, and a little earnest in- 
terest in their spiritual welfare 


means the development and 


progress of the life of their souls; it means that they 
are made emissaries of the Church wherever they may 
go, or whatever they may do. It means above all voca- 
tions for our religious orders. 

We have so far not achieved the best results pos- 
sible from our nursing schools. Various reasons for 
this have been advanced and various means have been 
adopted to solve the problem. At Mercy Hospital, a 
Sodality was formed and weekly instructions, short but 
interesting, were given. At least once each month an- 
other priest was invited to address the young ladies upon 
subjects calculated to help them solve their problems. 

Classes in Christian doctrine were established ; at- 
tendance at Mass and frequent reception of the sacra- 
ments was urged, and much good was accomplished, but 
few were inspired to follow Christ in the way of perfec- 
tion as religious. WHY? It seems that nursing brings 
contact with a world that the young ladies had formerly 
read and dreamed about but had never known otherwise. 
The pleasures and freedom of the modern world make 
them loath to sacrifice all opportunities and follow 
Christ. So far we have not found an effective way of 
proving to them that following Christ brings greater 
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nappiness and freedom in the main than the allure- 
ments of the world. 

Do not suppose from these statements that nurses 
are religious failures. They are, after the nuns, the 
noblest of God’s daughters, and their lives and virtues 
exert an influence upon the world that will be revealed 
only when the great book of God is opened on the last 
day and the secrets of humanity come to light. What 
examples they were during the world’s war! No one, 
so far as the writer knows, cast even the shadow of a 
stain upon the fair name of nurse. The chaplain must 
be the friend and confidant of the nurse; must stand 
between her and the hospital authorities as advocate and 
friend; many things that seem great breaches of dis- 
cipline are, when told to the chaplain, often only acts of 
a thoughtless child. Time and patience correct these 
small offenses. 

Once a nurse always a nurse. Therefore a chap- 
lain must follow with interest and sympathy the life of 
his children beyond the threshold of the doors that close 
on graduation day. For this reason the International 
Catholic Guild of Nurses has been organized, and the 
influence of its efforts should reach out and follow every 
nurse, at all times, everywhere and until death. The 
nursing profession has never failed in its duty, never 
tired ; the only complaint made to my knowledge during 
the war was this—a nurse wept because the supervisor 
ordered her to rest after fifteen hours of work. 

The Doctors 

Association with the men of the medical profession 
has brought me to the conclusion that as a body they are 
the peers of every professional organization in the world 
—considerate, patient, kind, loving, charitable, at the 
service of all; with very small remuneration, they truly 
give their iives in the service of their fellowmen. 

The chaplain is dear to the doctors and at all times, 
no matter what their religious affiliations, they are ready 
and willing to help the priest and to step aside until the 
work of God is complete. During the war they came 
many times and said: 

“Padre, there is a boy dying in Ward so and so who 
has never been baptized.” 

“Well, doctor, if I baptize him you know he will 
be a Catholic.” 

“Never mind; you baptize that boy.” 

The chaplain, if tactful and diplomatic, can secure 
many favors and attentions for patients from these busy 
men. My relations with the doctors may be summed 
up thus that during eight years there was not even the 
semblance of a disagreement or unpleasantness and this 
under the most trying circumstances, circumstances that 
truly tried men’s souls. 

Patients 

It is with the patients that the real work of the 
chaplain stands out. In a city hospital, men and 
women, rich and poor, cultured and ignorant, of every 
race, color, and religion, come under his care. At Mercy 
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Hospital it was the practice to visit every patient at 
least every other day, or, in other words, to visit half 
the patients in the hospital each day. This meant about 
300 patients daily. 

My practice was to greet each patient with a cheery 
good morning; if Catholic, to inquire about the last re- 
ception of the sacraments, and the question was asked 
very pointedly and not apologetically. You know most 
of us fear to confess our sins and are inclined to put the 
matter off until “Saturday” ; so upon entering the room, 
or standing by the bed of a ward patient, my questions 
“Are a Catholic?” “Yes, Father.” 


“When did you go to confession last time?” My! what 


were these, you 


answers came to this inquiry; daily the time since a last 
confession ranged from one week to thirty, forty, and 
fifty years. By clever assistance, like painless dentistry, 
it was possible to get a confession from these poor souls 
almost before they knew what they were doing and then 
when the sins were known, and you helped them with 
their contrition, and promise of amendment and absolu- 
tion had been given, it seemed like heaven itself when 
they breathed a sigh of relief and smiled at God’s mercy, 
so unexpectedly brought to them. Our daily average 
Communions to patients in bed were about fifty and on 
the first Friday of the month, when we had every 
Catholic in the institution receive, we reached a total of 
200 Communions to patients in bed. 

What a fruitful source of conversions is hospital 
work! During a period of four and one-half years, 
about 400 were baptized ; of these 200 were adults. There 
were 100 marriages, practically all of which were those 
formerly invalidly contracted. 

More than this, the chaplain comes in contact with 
those Catholics 


Catholicity and when they meet him and learn what 


who have wrong ideas about and 


takes place in a house of Mercy through Catholic instru- 
My best friends 


today among those outside the Church are those that 


mentality they change their ideas. 


came under my observation and received just a passing 
notice as my daily rounds were made at Mercy Hospital. 
A “good morning,” “how is the patient today,” has 
brought untold good to me and mine in a thousand ways 
since those happy, busy days. 

True it is difficult to hear the confessions of long- 
term sinners in every language but in time you learn a 
little of the examination of conscience in each language 
and the patient usually knows a little English and be- 
tween the two you are able to secure sufficient material 
for absolution ; above all you are sure that they are truly 
contrite, and that if God spares them they will make a 
more detailed confession later because they have been 
converted. 

It is good, in this connection, to encourage priests 
of varicus nationalities to help the chaplain; but to be 
candid very little help is ever given. 
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Hospital Employees 
Large numbers of men and women are employed in 
hospitals and most of them reside there. There are 


among them various folk, from everywhere, but there is 


in them, just as there is in all of us, a lot of good, if - 


some one just makes a little effort to bring it out. For 
the men employees, we organized a Holy Name Society, 
and they received Communion in a body every three 
months, and were urged to go once a month. This was 
doing very well for men, some of whom probably had 
not been to the sacraments since leaving their native 
lands. They elected their officers and carried on their 
meetings as seriously as the members of any organization 
in any parish, and their average attendance, when re- 
quired in a body, was 90 per cent. The girls were 
organized into a Sodality, and received Communion 
monthly, and were given a weekly talk on duties and 
responsibilities that concerned them now and might con- 
cern them later. 
The Sacrament of Extreme Unction 

Many chaplains worry about the administration of 

The 


following practice was the custom at Mercy, and was 


this sacrament and the giving of the last blessing. 
based upon the words of St. James V, 14-15. “Is any 
man sick among you? Let him bring in the priests of 
the church, and let them pray over him, anointing him 
with oil in the name of the Lord. And the prayer of 
faith shall save the sick man, and the Lord shall raise 
him up; and if he be in sins, they shall be forgiven 
him.” 


As stated above, the patients went to confession as 


soon as they entered the hospital, whether seriously ill 


or not. It was my custom to ask if any had become 
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seriously ill, on the floor or in the wards, after they had 
gone to confession and received absolution. If so, with- 
out hesitation, they were anointed, after an explanation 
had been given that Extreme Unction was for the “sick” 
and not only the “dying” and that in many cases it 
brought health. In my recollection, there is not the 
memory of even one who objected. All were pleased to 
receive this great sacrament, and time and time again it 
did help them back to health. 

All in all, the work of a chaplain, if it is to be well 
done, requires a tactful, zealous, learned priest, and 
There will 


always be some soul that needs his services and his min- 


time will not hang heavy on his hands. 
istrations. But the life of a chaplain is the happiest in 
the priesthood, because he does exclusively the work of 
the Master. 
paired, no schools to be built and maintained, no collec- 


There are no buildings to be erected or re- 


tions to be taken up, no worries about salary and ex- 
whatever you receive as a salary is net income; 
If 


called at night, it is not necessary to leave the building ; 


penses ; 


room, board, service is all furnished by the hospital. 


you hurry to the emergency room, to a ward or private 
lighted building, do your 
Out- 
side, in parish work, you may travel miles on the same 


room, in a well-heated and 


work, and in a few minutes return to your rest. 
mission, in all kinds of weather. 

It is true that a hospital chaplain’s work does not 
But, Oh! 
To 
do the work successfully, self and ambition must be for- 


bring much glory or fame in this world. 
what treasures you may lay up for yourself above! 


gotten, and a chaplain’s all must be given and sacrificed 


for the greater honor and glory of God and the good of 


souls. 














NURSES WHO TOOK PART IN THE MAY FLOWER DRILL, HOSPITAL DAY, MAY 12, 1927, AT MERCY HOSPITAL, JACKSON, MICH. 

















‘Tex College of Hospital Administration of Mar- 
quette University has in its curriculum many courses 
which are of great interest and of vital importance to 
hospital superintendents, administrators, business man- 
agers, nursing educators, social workers, technicians, 
hospital architects, and all of the so-called lay person- 
nel, who are working in the hospital field. 

All of these people are fairly well informed about 
the courses given, and about the need that exists for ad- 
vanced education in their lines of endeavor. Increas- 
ing interest is everywhere evident among them, and the 
indications are that many more hospital people gener- 
ally are planning on taking advantage of the opportu- 
nities offered by this college for an increase of their 
efficiency in hospital management. 

This desire on the part of hospital workers to in- 
crease their knowledge has for its ultimate object, of 
course, the rendering of a better service to the patient. 
That is fundamental. However, improving the 
efficiency of hospital management, in rendering this 
better service to the patient, they are also attempting to 


in 


give a better service to the medical men who are prac- 
ticing in their hospitals. They are attempting to meet 
the ever-increasing demands for such service that come 
from their staffs. It seems, therefore, that medical men 
should know more of the problems of hospital manage- 
ment, should be more interested in the efforts that are 
being put forth by hospital people to remedy some of the 
defects and to make hospital practice more satisfactory. 

To date the evidence of such an interest on the part 
of the medical profession is not large. It is true that 
some are studying it and some are cooperating fully, in 
an effort to promote it, but to the great majority it is an 
unknown field. That this is so is not at all to be won- 
dered at. To the lay hospital worker and to the few 
medical men who are in hospital administrative work, it 
is primary and quite vital. To the medical men in prac- 


tice, it has been, is, and no doubt will continue to be, 





Tae recognized benefits of the standardization of hos- 
pitals by the American College of Surgeons has given an 
impetus to the problem and issue of minimum standards 
in hospital construction. As evinced in recent publi- 
cations of a nonprofessional character, the interest of 
the public in hospitals is a growing one and is moreover 
an intelligent interest, recognizing its own position and 
rights in regard to the hospitals. It is bound to com- 
mand respect. The nature of hospital funds and 


finance, being largely that of public and private trusts, 
demands that these funds be wisely and efficiently ex- 
pended for the maximum result possible. 


The public 





Reasons for Medical Interest in Hospital Education 


John R. Hughes, M.D., Dean, College of Hospital Administration 





Minimum Standards in Hospital Construction 


M. A. Higgins, M.A., Lecturer in Architecture, College of Hospital Administration 
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secondary. Its importance, however, even as a secon- 
dary matter, cannot be too strongly emphasized, and the 
medical profession should show an increased interest in 
it. 

Great good, wonderful advancement in the bene- 
fits to the hospital patient, marked improvement in 
medical practice everywhere, have resulted from the 
movement for standardization. The rating of hospitals 
and the proper recognition for good work is without 
doubt one of the biggest things that have been achieved 
in recent years. And yet, after ten years of arduous 
labor and intelligent thought by the best minds of the 
country, it has not reached the ideal. 

As a part of the problem of hospital standardization 
other than the standardizing of physical plant, hospital 
records, laboratories, X-ray, and all the other elements 
that enter into it, there is the great problem of staff 
organization. It is, in many localities, still a bit short 
of solution, and staff conferences, in many instances, 
leave much to be desired. This is probably due to the 
fact that the men concerned are uninformed as to the 
purpose, the best plan and the best methods of proce- 
dure in staff organization and the conduct of staff con- 
ferences. 

The College of Hospital Administration believes it 
is well, therefore, to remind the medical profession that 
it is offering instruction in this subject, instruction both 
in its regular college courses and also in its intensive 
short courses. This instruction is given by men who 
are experienced in the work and who have been chosen 
because of their outstanding achievements in it. Such 
courses should be of interest to physicians, and we 
should see more of them enrolling. Greater knowledge 
by them of this vitally important subject cannot fail to 
produce better staff organization, better study of the 
end results of medical practice, and through that study, 
a betterment of service in the diagnosis, relief, and cure 


of diseases. 


is becoming hospital-educated as never before and more 
rigorous in its demands upon the profession for full 
service and value received. It is but reasonable to ex- 
pect, therefore, the development in the near future of 
a minimum code or standard of hospital construction to 
parallel and supplement the excellent standards of staff 
and laboratory laid down by the American College of 
Surgeons. 

The difficulties of a standard code of construction 
for hospitals are more numerous and varied than similar 
codes of staff and laboratory, due to the vastness of the 
nation, the great physical disparities in climate, topog- 
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raphy, materials of construction, labor costs, and sec- 
tional variance in architecture and building procedure. 
No doubt any standardizing effort must be very flexible 
and clearly in the nature of a minimum code without 
entering too deeply or rigidly into technical rulings. 
Architecture and engineering are of themselves ancient 
and distinguished professions and their freedom and 
initiative in the particular problem are at once essential 
and valuable. However, there are certain fundamental 
principles of good architecture and good engineering so 
essential in hospital practice as to be fitly incorporated 
into a minimum code. More than any other class of 
structure, the hospital should be safe, solid, economical, 
and efficient, because the hospital is dealing with the 
most precious and sacred of all earthly good things— 
human life, and that, too, in a helpless condition re- 
quiring every precaution of science and art for its pres- 
ervation and reconstruction. 

It is important to observe here a distinction be- 
tween standardization in architecture and standardiza- 
tion in construction. There could be reasonably much 
opposition to a more or less rigid code governing hos- 
pital architecture because of the wide divergence of 
opinion between various groups of architects and hos- 
pital superintendents as to the best form of plan, types 
of equipment, and the extent and nature of architectural 
design and beauty. What is meant here by a minimum 
code would apply principally to the construction as such 
in its engineering aspects and the reflection of these 
upon the architecture. There is generally recognized 
admittance of the absolute necessity of fire protection, 
proper heating, ventilating, lighting, etc., but there is 
no code existent either to recommend or to compel the 
presence of these essentials in one of the most impor- 
tant classes of buildings—hospitals. 

Among these problems are fireproofing, heating, 
ventilation, lighting, quiet, ease of transportation, and 
circulation, and promptness and efficiency of service. 
These essentials should have every attention for the good 
of the patient. There is wide divergence of opinion on 
the particular method of attaining the best solution of 
these problems in the individual case, but in each one of 
these problems American architects and engineers have 
had in the aggregate a wider and deeper experience than 
any other professional group in the world and this ex- 
perience should be considered in the formulation of the 
code. There is at the present time no complete survey 
and digest of the solutions to date of these problems in 
the hospital field of America. There is a vast amount 
of literature of reports and illustrations available on in- 
dividual and isolated problems, examples from every sec- 
tion of the country, small and large, from cheap to 
costly ; but there is no coordinated study of the problem 
of construction as a whole, nor of each of the individual 
problems. The nearest approach is the collection of 
materials by the Hospital Library and Service Bureau at 


Chicago but even here we do not find a comprehensive 
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analysis and subdivison of the problem by the men con- 
cerned as principals, the architects and engineers. 
Preliminary, therefore, to any minimum code of 
construction, there is required a thorough and broad 
study of American hospital construction, with a tabula- 
tion and analysis of solutions, indicating the trend of 
good practice in each department. After such a survey 
and analysis of present practice, a group of architects 
and hospital consultants could then lay down certain 
basic and minimum requirements for all hospitals, re- 
directed at the 
materials, minimum sizes, systems of circulation, fire 


quirements construction problems, 
protection, and standards of engineering permanence, 
safety, and efficiency. They could leave open the prob- 
lem of architecture as such, the problem of beauty, of 
site location, and also a safe and wide field of choice in 
building materials. 

As to the enforcement of such a minimum code, it 
would probably be at first only recommended ; secondly, 
as now in the case of the College of Surgeons’ codes, 
practically required for the recognition of the hospital, 
and fipally be legislated into the building codes of the 
states. Most of the states now have important and, in 
many cases, stringent laws affecting the construction of 
The hos- 


pital has been left to individual choice, and often to 


schools, theaters, and public meeting places. 
individual ‘error and even worse. A minimum code of 
hospital construction is rapidly becoming a necessity if 
the full program of the American College of Surgeons is 
The 


such a code should be undertaken by the hospital and 


to be realized. investigations and studies for 
architectural professions rather than by the public or 
politicians, in order that the professional aspect be 
clearly retained. There is room for constructive 
thought and action in this problem either by the great 
national hospital associations jointly or separately, or 
by some great university as a contribution to the social 
welfare of the nation. It is probable that steps in the 
direction will be taken in the near future not merely as 
investigations of isolated problems as heretofore but as 


a full coordinated study of the field. 
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The Lesson Plan’ 


Sister M. Martina, Mercy Hospital, Wilkes-Barre, Pa. 


L ET us consider, for the moment, our daily actions. 
Surely none of us would begin our day’s work without 
considering the value of the work of that day in eter- 
No business man does any buying or selling with- 


nity. 
No physician 


out weighing his reasons for doing so. 
prescribes for a patient without first ascertaining the 
condition of the person consulting him. In like man- 
ner, no instructor or teacher should present material to 
the students without first considering the native equip- 
ment of the student, the value of such knowledge to the 
student in her present capacity, and what use it will be 
to her in the future. 

There is no other profession where knowledge is 
more absolutely necessary than it is to the nurse. Be- 
cause, often on her perception, her ability to act in emer- 
gency, will depend the life or death of her charge. 
Hence, the importance of our responsibility to see that 
the student be thoroughly taught. 

Instructors should not only be skilful in those 
sciences which they teach but should have skill in the 
method of teaching and patience in its practice. Teach- 
ing, Charter says, “is assisting the pupils to appreciate 
and control the values of life,” I would add, not only the 
“values of life” but the values of life in relation to the 
end of life. 

Now in teaching we must use all the types of class- 
room instruction—first, lecture, and second, recitation, 
further divided into: 

(1) Question and answer; (2) topical; (3) discus- 
sion; (4) project; (5) socialized recitation ; (6) review, 
oral and written. 

In good teaching all these various forms are used 
but it is not our purpose to dwell on any of them but 
to confine ourselves to the lesson plan. A lesson plan 
should include: (a) Subject matter; (b) class pro- 
cedure. 

The subject matter is subdivided thus: (1) The 
specific purposes to be accomplished; (2) the subject 
matter as a whole or preferably in outline perspective. 

The specifie purpose to be accomplished is some- 
times called the teacher’s aim, for example, in the out- 
line we have before us. “Our aim should be the realiza- 
tion of the value of the beneficial effects of the products 
of the digitalis plant upon the body when properly used, 
and also the proper and scientific administration of the 
same. Now this aim is common to all instructresses 
but, as religious teachers, IT feel that we may well aim 
also to draw an analogy between the subject taught and 
some principle of our Faith. 

If religious teaching is so important in our schools 
—and all the foremost educators of the country tell us 
it is (Nicholas Murray Butler of Columbia, for example, 
tells us that religion should be brought into our 


‘Read at the sixth annual conference of the Catholic Hospital 
Association of Pennsylvania, Scranton, Pa., April 19, 1927. 
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schools), I believe that nowhere is it more important 
than in our schools of nursing. 

Why cannot a most striking lesson on “fidelity to 
Does it not 
It beautifies 


duty” be drawn from the digitalis plant? 
fulfill the end for which it was created ? 
the earth—thus honoring its Creator; and it aids man 
by restoring him to health. It gives its life to serve 
those whom its Creator loves. It unconsciously fulfills 
the laws of charity. Other reflections could be drawn 
from this topic, e. g., on the use and not the abuse of 
drugs, moderation in all things, God’s tender care of 
the human race, each thing to contribute to its well 
being. 


Just a word as to other subjects in the nursing 


curriculum which could be treated in this manner: 
Anatomy and physiology show forth the omniscience of 
God. Dietetics—again all animate and inanimate 


beings working for our good. This dwelling on the 
works of the Creator in our daily lessons is the distine- 
tion between the religious directress of education and 
the ordinary, attentive, hardworking, laborious direc- 
tress of other schools of nursing. 
Subject Matter in Outline 
An outline of the subject matter shows the struc- 


ture of the material and makes possible a complete and 
orderly discussion. This follow the 
logical order of the subject matter, that is, the order of 
It is helpful to in- 


outline should 


dependence or natural sequence. 
clude no more ground in one plan than can be covered 
by a brief outline, because this brief outline should be 
kept clearly in mind during the teaching process. A 
few large points can be held firmly when many small 
ones would defeat the process. 
Class Procedure 
The second point to be considered is class pro 


cedure: 


1. The development of the pupil’s aim. 

2. The method of teaching the subject matter. 

3. The provisions for reviews, summaries, drills, and 
assignments. 

4. References and illustrative material to be em 
ployed. 


5. Verification and application. 
The Development of the Pupil’s Aim 
When once the specific purposes to be accomplished 


have been decided upon by the teacher and she has ana 
lyzed the subject matter into large units so as to obtain 
a good perspective of the whole as well as a good work- 
ing basis, the actual class procedure must be definitely 
provided for. The point of departure here is the point 
where the subject matter closely touches the interest of 
the students and is what somebody has called the “point 
of contact.” 

In our lesson, for instance, recall a patient suffer- 
Why so swollen, so cyan- 
otic, ete.? We first 
review our knowledge of the heart as to location, strue- 
ture, and function ; and we determine why this patient’s 


ing from a heart condition. 
Here is our “point of contact.” 
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circulation is not as it should be. Now we develop the 
subject matter, leaning on our outline but following the 
lead of the pupil’s interest. 

It is not possible to arrange every question to cover 
every item of any single lesson. Such scores of ques- 
tions would only be burdensome and use up all the 
But a 


good, live discussion will bring out all the important 


energy of the teacher besides discouraging her. 
details. Each question should be arranged opposite the 
topic it introduces. If students are to recite on pre- 
pared topics or read assigned references, the plan should 
show these facts. In fine, the teacher should make clear 
how she expects the students to get into their minds 
the matter which she plans to give them, namely: by 
consulting textbooks, by developing questions, by obser- 
vation, by experimentation, by reading or telling, or by 
some other method, the plan should show that the 
teacher has anticipated her procedure and made 
arrangements for it. 

The Provision. for Reviews, Summaries, Drills, and 

Assignments 

Frequently during the teaching of a lesson or a 
series of lessons covering a single lesson plan, it is neces- 
sary to introduce reviews for the purposes which these 
alone can serve, as in our lesson, for example, on the 
circulation. During the progress of the lesson, ques- 
tions may arise which will be assignments later on. The 
plan should make provisions for these. 

References and Illustrative Materials 

I think that it is highly improper for any teacher 
to teach the same lesson in identically the same way a 
second or third time. Ourselves, our students, our sur- 
roundings, are changing constantly and most educators 
tell us only to keep the reading references and the illus- 
trative materials which we have used, as these may be 
used again and it will save time if they are conveniently 
filed. 


whose schools are passing through the system of being 


But for us who are instructresses of nurses and 
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Suggestive Lesson Plan 





rated or graded, I feel that it would be wise to keep the 
lesson plan for I am confident that much will depend 
upon it. 

I am of the opinion that if the nurses are respect- 
ably housed our status will depend more on our methods 
of teaching and our teaching equipment than anything 
else. 

The last point is the teacher’s examination of con- 
She should, at the end, ask herself, ““What did 
[ determine to do? 


science. 
Did I accomplish what I had deter- 
If the stu- 
dent, at the completion of this lesson, for example, did 


mined upon?” This will be her criteria. 
not know when the patient had symptoms of overdosing 
of digitalis, could not tell a digitalis pulse when it 
occurred, could not give definite instructions to a patient 
who was taking the drug, the lesson was a complete 
failure. 

I am not advocating giving the nurse so much 
knowledge that she will be a physician under a mis- 
nomer, but that the nurse should give intelligent, con- 
scientious service to her charge and we should impress 
upon her the idea that careless service to her patient 
merits the same punishment as theft or any other mis- 
demeanor. 

If the patient does not know that he is being 
neglected and cannot mete out punishment, remember 
that the longer this is deferred the more severe it will 
be. Neither do I mean to infer that every lesson should 
be taught by lesson plan, because it is impossible to for- 
mulate a plan for each one. But for the active, ener- 
getic, and experienced teacher a brief outline and a few 
For the be- 
ginners there is no other method of teaching that will 


leading questions give the best results. 


be more conducive to the best end results. 

Teaching is hard work and at the same time is a 
gratifying occupation. Can you think of anything 
more noble than to train others to give the best that is 


in them for the service of mankind ? 





Sister M. Martina, Mercy Hospital, Wilkes-Barre, Pa. 
DIGITALIS 


Procedure 
Aim or motivation of the lesson: 
To make the students understand the 
drug and its use. 
Equipment: 
Heart model, manikin, digitalis, prep., leaves, pictures. 
The heart: 


value of the 


Location. 

Composition: Muscles, nerves, blood supply, valves. 
Use. 

Pathology: Mitral stenosis, aortic stenosis, myo- 


carditis, heart block. 

Heart stimulant, heart depressant. 

Motor stimulant, motor depressant. 
Digitalis: 

Alkaloid, glucocide, poisoning. 
School nursing: 
Playground: 
Industrial nursing: 
Public-health nursing: 

References 

Dock’s Materia Medica. 
Blumgartner. 
Kimber’s Anatomy. 


Questions 
What relation does digitalis bear to the heart? 
Kingdom? 
Part of plant used? 
Preparations? 
What is fat-free digitalis? 
Dose? How does this differ from the practice of a 
years ago? What is the method of administration? 
Action? Why diuretic? 
Which is digitalis? 
Which of these is digitalis? 
Treatment? 
What other drugs resemble digitalis in action? 
(Show the student how the plant has fulfilled the end 
for which it was created—beautified the earth, helped 
man.) 


few 


How can you tell? 





Suggested reading: 


Heart: “The Practice and Principles of Nursing,” 
Page 444, 
Digitalis: Shoemaker’s “Materia Medica and Thera- 


peutics,” Digitalis, Page 339. 




















Cost of Educating a Nurse 


Sister Mary Ambrosia, St. Mary of Nazareth Hospital, Chicago, Ill. 


Ax essential and most fundamental problem in a 
school for nurses is the economical education of nurses 
and the power to meet well the needs of nurses and of 
humanity for whose service alone the school exists. 

All schools of nursing are self-supporting institu- 
tions, and as such they must have sound economic 
foundation to exist. We have attempted, therefore, to 
survey the entire field occupied by the nurse, and by 
other workers of related type, so as to form a conception 
of the task to be performed and the expenses that are 
incident. On the basis of such a study we wish a sound 
economic standard for each type of nursing service. 

Before we make a perfect study of such an eco 
nomic standard for nurses, we must consider the basic 
We 
must point out that it is by no means only in the field of 
public-health nursing that the need for women of high 
natural qualifications and fundamental training is now 
The modern hospital and the modern dis- 


demand for nurses in the routine care of the sick. 


manifest. 
pensary represent social forces of enormous and growing 
magnitude. The technical complexity of their opera- 
tion increases with every year; and, aside from the prob- 
lem of the staff of nurses required for the ordinary rou- 
tine of such institutions, which will be discussed in the 
succeeding paragraph, there is perhaps no more urgent 
problem for the hospital administration than that of 
obtaining nursing superintendents and supervisors ade- 
quate for the performance of their difficult tasks. The 
development, both of public-health nursing and of ad- 
ministrative hospital nursing, involves and demands a 
orresponding development in nursing education, which 
onstitutes another inviting field for women. 

The defective preparation and qualification of many 
nstructors in schools of nursing, in both theoretical and 
practical branches, is very marked. Yet in the nursing 
school the instructor is often called upon to teach six 
i eight different subjects, far more than would be de- 
manded even of the teacher in a country high school. 
It should be noted, however, that even the appointment 
of a full-time instructor is a very recent development, 
and has marked a signal educational advance. With 
the development of nursing education which we visual- 
ize in the future, and particularly with the growth of 
university schools of nursing, to be discussed in a suc- 
ceeding paragraph, the field for well-qualified teachers 
f nursing should prove an increasingly attractive one. 

One of the prime duties of the nursing-school com- 
mittee is to represent the school on the hospital board 
of trustees, effectually to voice to the board of trustees 
It is evident that, the 
dilemma of the nursing school is at bottom a financial 
one. Its failure—the worst failure of which an educa- 
tional institution can be guilty, is the failure to teach. 
Now the cause of this failure is primarily the lack of 


the financial needs of the school. 


‘Read at the 1927 cenference of the Illinois section of the 
Catholie Hospital Association at East St. Louis, Tl. 
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money, without which the school cannot provide teach- 
ers, nor teaching equipment, nor even a place to teach; 
without it, it is impossible to supply the supplementary 
nursing service to staff the wards, while the students are 
given classroom instruction that is to accompany, inter- 
pret, and illuminate their practical ward training. In 
a word, without sufficient funds, the wisest educational 
program must be frustrated. 

Some of the largest and most fundamental prob- 
lems in nursing are as yet untouched. Take one of 
them: There is not one single endowed school 
for nurses in the whole wide world; though most nurs- 
ing schools are ample contributors to hospital support. 

Every nursing school should have its own budget. 
The principal of the nursing school should know how 
much money is to be at her disposal during the year, 
and this should be sufficient for the educational work 
she is held responsible for doing. In thinking this 
whole problem over, we have been impressed with the 
fact that, though hospitals are constantly and properly 
making the public acquainted with their needs, we do 
not remember ever hearing of any instances of hospitals 
asking for funds for the maintenance of the school for 
nurses. Yet, we can hardly imagine any branches of 
their work for the maintenance of which they could with 
better grace turn to the public. 

There are literally thousands of men and women 
who owe their health or their lives to the skill, knowl- 
edge, and devotion of nurses. There are those among 
them who have given liberally to other forms of educa- 
tion, and would, we are confident, willingly contribute 
to the education of nurses, were they but made aware of 
the need. It is not because of any lack of appreciation 
of the valuable, and indeed indispensable, services which 
nurses are rendering to society, that nothing is given to 
help toward their education and training, but because 
of a prevalent conviction that this is wholly the busi- 
ness of hospitals, which are believed to be quite able to 
do all that is necessary. 

There is much need of a perfect understanding of 
what hospitals can and cannot do. They cannot, for 
instance, on funds which are seldom if ever sufficient for 
actual hospital needs, maintain nursing schools as they 
should be maintained. They cannot, unaided, carry 
forward the important educational work which has been 
to them. 


intrusted They could, however, make some 


effort to secure the necessary aid. Now, in estimating 
the cost of the nursing school to the hospital, it is evi- 
First, the total 


cost of instruction, including maintenance of students 


dent that two sets of figures are needed : 


as well as tuition ;.second, the money value of the serv- 
ices rendered by students and staff to the school. 

Plainly, it is only by striking a balance between 
these figures that the true cost of the schools can be 
stated. 
points, and many similar ones, must first be satisfac- 


In any true estimate of the school cost, these 
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torily settled. In general, the hospital’s point of de- 
parture must be the cost which would be entailed for the 
nursing service, without a school of nursing to draw on. 
There remain for consideration, among the usual 
sources of income for educational institutions, tuition 
fees. Those, in so far as schools for nurses are con- 
cerned, may be summarily disposed of. ‘There are four 
or five schools in this country charging small fees for 
the special instruction given in the few months of the 
preliminary course, and one school, only, charging tui- 
tion for the entire course. Thus it is clear that every 
one of the usual sources of income must be eliminated 
in the case of schools for nurses, and some way, which 
is not the common way, of meeting the legitimate ex- 
penses of a school must be looked for. Such a way ap- 
pears to be found as one studies the relationship existing 
between nursing schools and the hospitals in which they 
have arisen. 

The most casual study of these matters brings forth 
strikingly the cost of modern education. Present edu- 
cational demands, upon even a modest college, says Mr. 
Furst, secretary of the Carnegie Foundation, require 
resources of approximately a million dollars. The en- 
dowment per student in colleges like Bryn Mawr, Smith. 
Vassar, is $1,600. In certain colleges for men, it is 
$4,000 per student. Good teaching, he urges, is not 
only expensive, but absolutely not to be had below a cer- 
tain minimum of expenditure, and financial resources 
constitute the fundamental problems. In other words, 
any institution which proposes to educate, must depend 
upon appropriate, definite, and permanent sources of 
Throughout the United States and Canada, 
millions of dollars are invested in nursing-school build- 


income. 


ings or homes for nurses, and large sums of money are 
expended every year in the heating, lighting, furnishing. 
and general maintenance and management of those 
homes. In estimating the cost of educating nurses all 
these expenses must be included, and the amount of capi- 
tal invested in such buildings should not be left out of 
consideration. For purposes of illustration the cost of 
supporting a pupil nurse has been secured from several 
representative hospitals in different cities and different 
parts of the country. 
$60.00 per month; allowance, $15.00 per month; in- 


struction, $15.00 per month; total, $90.00 per month. 


For example: Maintenance, 


In one eastern hospital the cost of maintaining a 
pupil nurse is stated to be $3.13 per day for 1922, and 
$3.28 per day for the previous year. In another, the 
cost of maintaining and training a nurse in 1922 was 
$3.36 per day. In some hospitals in the State of 
Illinois, the cost of maintenance ranges at the present 
time from $3.30 a day, to $4.65, $5.50, $5.80, and so on. 

This includes room, heat, light, board, laundry, in- 
struction, supervision, tuition, and care in sickness, ete. 
Not many pupil nurses are able to appreciate until many 
years of life have passed, the cost in dollars and cents 
of their maintenance and education, apart entirely from 


other aspects of their life which cannot be reckoned in 
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terms of money. Many nurses, who do not pay their 
own way through training, are not able to estimate, at 
anything like its real value, the cost of their education, 
which comes to them while in training and has all to be 
paid for by somebody. None of these things are to be 
had without cost. The following schedule gives a de- 
tailed estimate of the items in the cost. 
Cost of One Nurse for a Month 


I NII a oie he nw ciinds gh ie a Intnwie $ 50.00 
IEE) “ieka's ia Satis Bigcdc ced Arnal nh 04 aela a a aiaie en 10.00 
CE, de isi pacaihh cae uweed HORASE eR CIO 5.00 
PEE, ita ne wees eae on kad kas ee canaee 10.00 

EE dab ak Aouad we eke ke ee Kee eu eee $ 75.00 

PE EE i citeneimeaannkesa-wase nek 2.50 

Instructors 

Superintendent Gf Nurses. .... os... cccccescceses $ 175.00 
Assistant Superintendent of Nurses............. 100.00 
ea eins ak ai mewn elas 125.00 
Assistant Surgical Supervisor.................. 100.00 
SD cht rea Karan Gch wits Wiig seen Aaa eee a kal 100.00 
SERENE, TOUUONWMIOE osc ic ccccscdcccssnecceszes 125.00 
Oe aad vig Jew whew wee winks 100.00 
Se od cs ok valiekan needa eebakun 125.00 
es ce ca bred wae ee mms es oe 700.00 
UNE OR oo io Wee dnkaséaraewonsea ve 150.00 

ee ee dc cd rea enn cake $1,800.00 
For one day for 76 Nurees.........ccciccssccsces 60.00 


gn 8 Se err eee 80 


cd 9 


Approximate amount per day for 1 Nurse... .$ 3.30 

We have tried in this paper to lay before you as 
faithfully as we could some of the difficulties with which 
our nursing schools are contending. Difficulties which 
are apparently the inevitable result of the present rela- 
tionship between school and hospital. To us, at least, 
they seem serious, and we believe they merit your most 
thoughtful consideration. This is no question of doctor 


versus nurse, or of hospital versus nursing school; 


each is essential in the work of the other. The question 
is, what is the very best that we can do for our schools 
The 


the institutions in the community, which have come to 


of nursing? various classes of people, and 
lean upon the trained nurse, and to be dependent upon 
her services, require of us that we should, in our teach- 
ing and training, put her in the way of developing those 


services to their full power and usefulness. 
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John B. Manning, M.D., Children’s 


| HESITATE to present to the staff of the St. Francis 
Hospital a subject which at first sight appears to have 
so little real scientific importance. I could report from 
my own clinical experience a series of cases or rare 
material which would perhaps interest you more. Then 
there are reviews in the progress of science as related 
to pediatrics too numerous to mention here, some evolved 
in the years of my contact with medicine and as many 
more gradually unfolding, or still yet remaining a 
mystery. 

What is it that has made George Still, of London, 
vith his rich experience extending over many years, 
yrite a book on the common disorders of childhood 
which has already passed through several editions con- 
the literature 


nodestly, in a classical manner, relating his own clinical 


aining not a single reference to but 
/bservations, not even mentioning the work of his close 
the late Dr. 


Thompson, of Edinburgh, 


riend, Heubner, in Berlin, or of John 
his 
linicians in their day of pediatrics? Why has the late 


Dr. Emmet Holt published his little book now rewritten 


perhaps equals, as 


n its thirteenth edition by his son, a resident physician 
it the Harriet Lane Hospital at Johns Hopkins? It is 
because the common things take up most of our daily 
effort. 

yuris vermicularis from my own clinical experience 
Let us dis- 
iss your attitude toward the mother who says her child 


What then is there in the consideration of the 
nd the literature that would interest you? 


as pinworms, the relation of the oryuris vermicularis 
to hygiene in general, its geographic distribution, its 
surgical importance, and its treatment. 
Attitude Toward Mother Who Says Child Has Pinworms 
These observations in general occurred over a period 
twelve years of active pediatric practice in a city 
enjoving unusual climatic and sanitary conditions of 
ver 400,000 population. I learned when a mother told 
wie that her child had pinworms to take her comments 
seriously, not to believe that the child did have them, 
fact rather to doubt that they existed. These con- 
usions were the results of the following study of forty 
onsecutive instances in which the mother said her child 
These Al- 


hough tables are always somewhat tiresome, I shall 


ad worms, studies were illuminating. 
present the diagnosis briefly, for I think they have a 
esson for us all. In all instances the parents attributed 
he underlying disturbance to the oryuris vermicularis. 
Table Number 1 

Owing to the limited time in preparing this paper 
[ have tabulated only 28 of the forty cases but they 
Ova or parasites were 
found in but one of the forty cases. Girls predom- 
The youngest child was eighteen 


Without going into 


serve to illustrate my purpose. 


inated over boys. 
months, the oldest eleven years. 


detail I think it will be of interest to enumerate the 
variety of conditions encountered. 


Oxyuris Vermicularis 


Clinic, Santa Barbara, Calif. 
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1. Rickets; adherent foreskin; rt. internal strabismus. 

2. No diagnosis made. 

3. Irritation of the vulva; clitoris bound down by ad- 
hesions; masturbation. 

4. Colon infection of urinary tract. 

5. Rickets and simple anemia. 

6. Enlarged and septic tonsils. 

7. Colon infection of urinary tract. 

8. Eczema and fat indigestion. 

9. Influenza and axillary abscess. 

10. Badly decayed teeth; convulsions; and carbohydrate 


intolerance. 

11. No diagnosis. 

12. Difficult dentition; and reddened tonsils. 

13. Carbohydrate intolerance; and bronchial tuberculosis. 

14. Ringworm; enlarged tonsils. 

15. Carbohydrate intolerance. 

16. Colon infection of the urinary tract. 

17. Rickets; laryngismus; irritation of the penis. 

18. Colon infection of the urinary tract. 

19. Tuberculosis of bronchial glands. 

20. Functional systolic murmur; and colon infection of 
the urinary tract. 

21. Acute nephritis; inflamed tonsils; and slight inguinal 
hernia. 

22. Enlarged and reddened tonsils. 

23. No diagnosis, although the urine contained a red blood 
cell. 

24. Carbohydrate intolerance. 

25. The diagnosis deferred; subsequently the roentgen- 
ray picture of the chest showed a chronic inflam- 
matory process involving all of the right lung. 

26. Showed a pharyngitis-streptococcus sensitization. 

27. Bronchial asthma. 

28. Showed myophia, astigmatism, tuberculosis of bron- 
chial glands. 

In spite of the fact that the mothers in many in- 
stances said they saw the worm there was but one case 


in which the ova were found where the mother said 


that she had seen the parasite. The following technic 
was used for examination for ova and parasites. 


Technic of Examination of Stools 

For ova: 

1. A portion of the stool is suspended in water and 
strained to remove the coarser particles. 

2. This is then centrifuged at a very low speed for 
15 to 30 seconds. 

3. The supernatant fluid is poured off, more water 
added, tube shaken, and again centrifuged. 

4. This washing repeated three times. 

5. Sediment is spread on slide, covered with cover 
glass, and examined under microscope. 
For parasites: 

1. Stool is suspended in water in a sedimentation 
glass, stirred well, and allowed to stand several minutes. 

The supernatant fluid is poured off, glass refilled 

with water, contents stirred, and again allowed to settle. 

3. After a few washings worms, if present. can 
readily be seen as contents settle. Any suspicious object 
can be removed with pipette and examined under micro- 
scope to differentiate from vegetable fiber. 

This procedure was the one used by the Emigra- 
tion Bureau in its laboratories at this time for the ex- 
amination of stools for ova and parasites. 


The volume of work was such at this time that my 
assistant and nurse and myself could give our entire 
time to clinical pediatrics, which we did rather than 
The best laboratory in the 
city made a proposition that provided we turned over all 
of our laboratory work they would make a 50-per-cent 
reduction. 
torily. 


employ a_ technician. 


This arrangement worked out very satisfac- 
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What Conclusions Can One Derive From a Study of a 
Small Series of Cases Like Those Reported Here? 


1. That a complete examination reveals the real 
condition existing, and as a corollary to this that one 
must know the mother well in making any departure 
from this routine. This conclusion is substantiated b) 
the variety of conditions encountered in this series. 

2. That colon infection of the urinary 
under an adherent foreskin in a male infant, 
same condition with an adherent clitoris in a 


tract, 


smegma 
and the 


female infant, small fissures about the rectum due to 
constipation, marked carbohydrate intolerance, and what 


is of far more importance, active tuberculosis of bron- 
chial glands, being less understood, are attributed by the 
mother to pinworms. Mothers have fallen under the 
spell of another generation when all children below par 
had “worms.” This suggestion has been handed down 
from a period that antedates nutrition clinics by many 
years. 

3. That it is extremely unfair to a child, as well as 
irrational, to subject him to the discomfort and annoy- 
ance of treatment without an examination of the stool, 
or irrigation of the bowel for pinworms. The best time 
to look for the worm itself is at night, twenty minutes to 
one-half hour after the child is in bed, when it may 
migrate from the anus over the folds of the buttocks. 

4. That in large cities enjoying unusual sanitary 
conditions in contrast to rural communities or in con- 
trast with large cities with more or less unsanitary con- 
ditions, parasitic diseases are not common. 


Parasitic Diseases in General in Contrast to Good Hygienic 
Conditions and Geographic Distribution 

These two features go hand in hand and can be con- 
sidered together. In 1917 Frederick Wachenheim, chief 
of the children’s clinic at Mount Sinai Hospital, pub- 
lished a little book concerning the climato therapy of 
early life. This book has had very little distribution 
since one can easily consult the publications of P. ©. 
Day, chief climatologist of the United States Depart- 
ment of Agriculture. I have always felt, however, that 
there was a splendid opportunity for a contribution to 
the whole medical profession of our country, in grouping 
for the pediatrist the variations in the symptomatology 
and course of the ordinary diseases in the various sec- 
tions of our country, and the diseases that are indigenous 
to various sections, in one publication. For example: 
They still teach in Boston that a baby who has lobar 
pneumonia under one year of age always gets well, while 
a baby with bronchial pneumonia under eighteen months 
As a dogmatic statement this is quite true 
In my own observations, however, it is 
Pellagra is 


always dies. 
in Boston. 
rather the reverse on the Pacific Coast. 
indigenous to certain sections of this country; McCor- 
mack has described a large series of children ill with 
transient paralysis, simulating infantile paralysis, re- 
lieved by removing wood ticks. Most of these children 
came from a region west of the Rockies in northern 
Idaho. Again, only three years ago, while I was in 
Baltimore, an associate professor of pediatrics at Johns 
Hopkins asked me to accompany him on a consultation 
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just over the border in Pennsylvania. We were close 
friends and en route he discussed the infant we were to 
see, and to my amazement he said he was afraid it was a 
congenital enlarged thyroid and he had never seen one. 
They simply don’t exist in Maryland, or are very rare. 
Now Skinner, of Yakima which lies on the east slope of 
the Cascade mountains, lives in a goiter area and lias 
pub! hed, I believe, the largest single series of infants 
born with enlarged thyroids that has ever come to my 
attention. You can add many other variations in symp- 
tomatology or diseases in children that are indigenous 
to certain localities. 

The geographic distribution of the prevalence of the 
oxyuris vermicularis is largely dependent upon the 
underlying wholesome public-health conditions under 
which people live, whether in this or any other country. 
There are abundant facts to demonstrate that the 
oxyuris is more prevalent in rural communities than in 
our large cities. These references are too numerous to 
bore you with at this time. 
ested in this feature, I refer you to the very complete 
studies of Styles and Garrison in the U. S. Public 
Health and Marine Hospital Service Hygiene Labora- 
tory Bulletin No. 28, August, 1906, which contains 
Sup- 


If any of you are inter- 


twenty-one references from all parts of the world. 
plementing this I could add as many more that were 
carefully looked up in the literature by my assistant and 
nurse more than six years ago. 

Since that time I have learned by personal experi- 
ence of the close contact under which millions of people 
live with domestic animals and fowl. Not a few times 
I have slept on a dirt floor in the Balkans and in Russia 
before an open fire with chickens, dogs, cats, and even 
pigs as companions and was myself much more happy 
than when I knew I was sleeping in a typhus-infested 
district. The American Red Cross had some 2,000 dis- 
pensaries and feeding stations for children in Central 
and Eastern Europe, and in the Balkan states and in 
Czecho-Slovakia these were operated jointly with the 
Relief While it 
my job to read reports, 
own edification I would at times look them over, and | 
never failed to find, in a clinical statistical summary 
from these countries, reports that emphasized the preva- 
The Sisters might be inter- 


American Administration. was not 


these volumes of for tny 


lence of intestinal worms. 
ested in a notation from a nurse in eastern Galicia of a 
new method of keeping a baby warm on a cold day. This 
public-health nurse’s report said that in making her 
usual rounds she found the door of a house closed ; it wae 
bitterly cold, more than 4° below zero, and the mother 
being forced to work had conceived the idea of keeping 
her baby warm by putting a small pig in the crib. 

This species of worm has been known from antiq- 
uity; it is rapidly becoming uncommon with our ad- 
vancing civilization, and with our advanced public 
health measures. 

Just a word about the worm itself: 
adult worm inhabits the large intestine and the young 
worm the small intestine, and it is these latter which 
give rise to the surgical significance of which T shall 


The larger or 
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speak directly. The feniale does not usually migrate 


into the rectum until it is mature and the uterus is 
loaded with ova. The egg does not hatch until it is in- 
troduced again through the mouth when the duodenal 
indigestion brings about the release of the embryo and 


growth begins. ‘This cycle is important since by irriga- 
tions and proper procedure the cycle can be broken and 
the child prevented from reinfecting itself. 
Symptoms 

There is but one constant and common symptom and 
it is the only one of importance. As the gravid female 
approaches the anus, intense, often excruciating, itching 
occurs. 

Relation to Appendicitis 

There has been much discussion as to the relation 
of pinworm to appendicitis. In my own experience | 
have but twice found at operation for appendicitis pin- 
worms in a catarrhal appendix. Grouping all investi- 
gators from all over the world, some put it as high as 
from 50 to 70 per cent. In London where the oryuris 
appears to be very common Still concludes that the ap- 
This seems 


I think 


the conclusion one is justified in drawing is, that in those 


pendix is the common habitat in childhood. 
to be borne out by references in other localities. 


countries and cities enjoying good hygienic conditions 
pinworms are rare and appendicitis in children is there- 
fore less frequent. So far as this community is con- 
cerned, I have seen but one case of pinworm, probably 
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from uncooked vegetables, and one case of beef tape- 
worm in a little girl who was in the habit of feeding the 
dog raw Hamburg steak and eating some of it herself. 
Treatment 
I know that there is a great variety of methods of 
treatment, but from my own personal experience.! have 
found that a saline injection given every night for one 
month with the child instructed to wash its hands on 
going to bed and smearing the anus with Yasoline has 
always proved effective. It seems to me rational that 
in this manner you can prevent the child from reinfect- 
ing itself, and I personally believe that no other method 
of treatment is necessary. 
Conclusions 
First, that a complete and thorough examination of 


the child will usually eliminate pinworms and establish 
some other diagnosis. 

Second, that it is irrational and inadvisable to sub 
ject a child to the discomfort of enemas for thirty days 
without first demonstrating the presence of the ova or 
the worms, since you are probably overlooking something 
of far greater importence if you simply take the mother’s 
word as final. 

Third, there is conclusive evidence from the litera- 
ture, and I believe from my own clinical observation, that 
the oryuris vermicularis is disappearing hand in hand 
with improved general sanitary conditions, and that in 


cities enjoying good public-health supervision it is rare. 
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Physiotherapy 


H. A. Green, M.D., Boulder, Colo., Sanitarium 


Puysioru ERAPY, the subject we wish to study for 


a few moments, and psychotherapy are closely associated 


and should be considered in institutional service. Mind 
over matter is being realized more as the science ol 
medicine progresses. Normal physical conditions de- 
pend on perfect functioning of the whole organism, as 
muscles, bones, blood vessels, glands, nerves, etc. If 
any one of those constituents of our hody ceases to tunc- 
tion properly, we find ourselves incapacitated from 


norma! duties and a train of morbid conditions ensue. 
Then we the the life.” 


Nature’s laws must be obeved or retribution will follow. 


begin search tor “elixir of 
In the repair of the human anatomy every device of the 
human mind has been requisitioned both civilized and 
uncivilized. Imposters have flourished and accumulated 
contaminated wealth. Many noble men have sacrificed 
their lives in this great cause, and others have lived and 
died in poverty. 

Physiotherapy has been utilized in various ways and 
by crude methods far back in the dim ages of the past. 
Light, heat, air, water, exercise, and diet are the natural 
forces which, when properly utilized, aid us in main- 
taining the normal condition of the body and give it 
The 
health from sickness is through nature’s laws. 
Cabot 
there are only about six or eight benefited by the ad- 


restoration to 
] Joctor 


150 diseases, 


a natural resistance to diseases. 


Richard says, of the more than 


ministration of medicine; and Doctor Frank Billings of 
Chicago says that every hospital needs a physiotherapy 
Many 


benefited, others can be 


department just as much as an operating room. 


diseases can be arrested and 


cured, by these natural agents. The success we attain 
in the practice of medicine is had to the extent that we 
can cooperate with nature’s laws, for after all, nature 
does all the healing through her own processes. 

These agents before mentioned, we have known in 
the past, but have not utilized them to the extent we have 
known them. 
healthful existence and also sufficient water to wash the 
toxins out of our systems, and to stimulate the emune- 
tories. Heat and light in various forms are being 
utilized in stimulating all the cells in the body. The 
actinic rays of the sun in tubercular conditions are in- 
dispensable. Suppurating wounds and joint infections 
are all responsive to the stimulating and disinfecting 
effect of these rays and with the invention of the quartz 
light, the treatments can be applied whether sunshine 
or cloudy weather prevails. 

Sun baths can be inaugurated in practically all 
medical institutions. 
in the East this spring, by the large number of sun-bath 
parlors in hospitals I visited. But even more will be 
seen in the future and more efficiency should be demon- 
Glass windows destroy the actinic rays, but 


We all know fresh air is essential to a 


I was impressed, when on a trip 


strated. 
we understand they are inventing substitutes for pro- 
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Heliotherapy 


that will not filter out these rays. 


toet ' 
Lecllon, 


increases the blood supply and thus aids nutritior 


Diathermy (meaning heating through) properly applied 


produces motor relaxation and capillary dilation lasting 


; 
hours after treatment has ceased. Heat is the 


many 


great property of diathermy,—heat that is produced 


the tissues themselves. There is a stimulatior it the 
circulation, bot] arterial and cap | ary, and the inte1 

heat is increased. Lymph channels are dilated and there 
is a serous effusion in areas surrounding the blood ves 
sels. General metabolism is increased ; phagocytic action 
is stimulated ; pain is relieved ; this latter effect is prob 
ably due to direct influence of the heat on the nerve 


terminals. The solvent and liquifying action of heat is 


well known. Bacteria are affected by the stimulatio: 


of phagocytosis and the direct influence of powerful 
heat. 

The mysticism, superstition, and ignorance that has 
been associated with these agencies in the past have been 
the result of their use by unprincipled, unreliable men, 
for their own selfish motives. Today we are using them 
intestinal stasis, post-fracture 


The 


any hospital. Its 


in neuralgia, arthritis, 
results. 


foot | 


with 


X-ray has become indispensable in 


conditions, pneumonias, etc., 


value in treatments as well as for diagnosis is recognized. 


The apparatus can be made portable or stationary. Deep 
X-ray therapy has become a necessity in medical science 
and will eliminate the necessity of some operative pro 
cedures. 

Other electric treatments are used. The galvanic 
current is found useful in applying the positive pole 
for analgesia and hemostatic properties, and the negative 
for absorption and softening of scar tissue. Faradism 


can be used as a stimulant or sedative to the nervous 


system and is tonic in its effect. Sinusoidal current 


] 


exercises the muscles and can be applied to small or 
large areas. 

Hydrotherapy has a broad field in our hospitals, 
although it has been limited in its use by the meagre 
facilities supplied in institutions, also for the lack of 
trained nurses or aids in its administration. Hydro- 
therapy is an agent for much good if properly applied, 
Its effect 
van ‘be tonic, sedative, stimulating, eliminative, accord- 
ing to its application. 
prescribed by those who can, intelligently, diagnose the 
case and know the condition of the patient as well as 


but can do much harm if improperly given. 
But these treatments should be 
methods of treatment we have studied so briefly in this 


paper. 
scribed as well as scientifically given, to give us the 


These treatments should be scientifically pre 
desired results. Doctors cannot give all their time in 
institutions in applying these methods, but they can 
direct. It is a problem to select skilled and trained men 
and women to apply the treatments. Many are called, 


but few can be chosen. Great accuracy and skill should 
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be manifested by those employed if we are to obtain the 
desired results. 


medicine lie in close contact with nature and her laws. 


The great fundamental principles of 


The transgression of these laws meaus sickness and sul- 
fering and even death out of due time. The elixir of 
life has long been sought and many substitutions still 
prevail and continue with the fancies of the human mind 
and with its hopes, and aspirations. Magic is practiced 
not alone among the uncivilized but it is fostered and 
encouraged in enlightened and highly civilized countries. 
The mysticism and hypnotism of India is practiced in 
our land to obtain the ascendency over minds that are 


What will a man give in exchange 


easily influenced. 
for his life? 





A S the title of this paper suggests, I have been re- 


quested to discuss in what manner we established the 
laboratory in our hospital, so I have adhered throughout 
They, 


many respects to those of other small institutions. 


to our own experiences. no doubt, are similar in 

When our present hospital opened in 1915, a small 
laboratory was ready, equipped for general laboratory 
work. The doctor acting as our roentgenologist was in 
charge of this department also. He spent whatever 
time was necessary in both departments and then left to 
care for his practice. As is well known, eleven or twelve 
years ago not nearly so much laboratory work was re- 
quired as is now the case, hence, a small part of the 
physician’s time daily was sufficient to care for what- 
ever work might be needed during his service in the in- 
stitution. However, an arrangement like this made the 
care of emergency work, and of examinations decided 
upon later, very difficult. Our staff, like that of many 
other small hospitals, experienced these difficulties, and 
after two years of this arrangement, a Sister technician 
was trained to divide her time between the laboratory 
and the X-ray department. 

For several years we continued to have the same 
About 
us for larger fields, so 


While this 


doctor was in charge our method of remunerating him 


physician in charge of both departments. four 


vears ago, our valued chief left 


our arrangements were necessarily changed. 


was by paying him one-half the receipts of both depart- 
ments. The Sister technician has been paid a salary of 
sixty-five dollars per month. We have never had any 
but these two paid workers in our laboratory, nor have 
During the absence 
We 


try to have a dependable nurse from among our pupils 


we any other trained workers in it. 


of the Sister, the physician takes care of the work. 


to be in the department all day, to look after patients 
and to care for the many little needs which are more the 


work of a nurse than of a doctor. 


Catholic 
Pa., 


Read at sixth annual meeting of the 
Association of Pennsylvania held at Seranton, 


Hospital 
April 19, 1927. 








Organization of a Laboratory in the Small Hospital’ 


Sister M. de Chantal, R.N., Du Bois Hospital, Du Bois, Pa. 
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There are agents that are specific for certain dis- 
eases and great hopes were manifested that the serums, 
vaccines, glandular products, etc. were cure-alls that 
would permit us to live prodigal lives and yet have a 
panacea for all our ills. People have been promised 
they could live lives without restraint and be cured of 
their ills if they would follow certain paths and patronize 
certain cults. People are susceptible to suggestion and 
many are easily influenced to try this thing or that to 
cure rea! and imaginary ills. These devices are legion 
and before they cease to exist, others spring into ex 
istence. The only way to obtain success is to educate 
the public and give them relief from their sufferings 


by every scientific measure available. 


Before the obtaining of a new physician in our 
laboratory we were visited by the representative of the 
He 


gave us the benefit of what the College considers a per- 


American College of Surgeons on his annual tour. 
fectly satisfactory manner of caring for a department of 
this kind in the small institution. To those accustomed 
to the full-time pathologist who oversees practically 
everything done in the laboratory (as is now the practice 
in many institutions). it sometimes seems very hard to 
understand how any other method can be carried out 


successtully. For this reason, I emphasize the fact that 


the American College of Surgeons approves of, and 
moreover, really suggests, the plan we adopted. This 


is, to have some member of the staff, who is proficient in 
laboratory technic and interpretation, assume charge of 
the department, and devote whatever time is necessary 
to the work. 

Where the technician is a Sister, most of the routine 
The fact that 
she is always present makes this a matter of course, and 


work of the day is usually done by her. 


naturally she assumes more responsibility than the ordi- 
nary technician. The physician in charge is familiar 
with the case of each patient, and is available at all 
times to confirm interpretations or to assist in the 
doubtful ones. In our hospital, our staff physician in 
charge of the laboratory is in the laboratory every morn- 
ing as long as he may be needed, and any afternoon that 
his hospital patients are being visited he comes again. 
If necessary, he is willing to be called out of hours, 
but this practically never occurs. He has a large hos- 
pital practice and so spends considerable time in our 
institution. 

The Sister spends her day between the laboratory 
and the X-ray department as occasion demands. These 
departments are adjacent to each other. For the serv- 
ices rendered by our laboratory chief we pay only a 
nominal sum annually, which could not be really called 
asalary. In this respect we consider ourselves particu- 
larly fortunate, as we are well cared for by a competent 
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supervisor, Willing to help at all times, and who in re- 
He is interested 
in our institution and this explains his conduct. 


turn desires very little remuneration. 


As to the variety of work done in our laboratory, 
we do all laboratory examinations included under the 
head of “ordinary,” and perhaps a little more than 
We 


blood cultures, vaccines, etc., 


“ordinary,” work. discontinued Wassermanns, 


sectioning, 


We did Wassermanns for about two years but 
sufli- 


tissue some 
time ago. 


our number of examinations each week was not 


cient to recompense us for the materials, the keeping of 


Then, too, 


it was difficult to preserve our solutions over such long 


laboratory animals and the time consumed. 
periods of time. We had the same experience with 
blood cultures and vaccines. After spending consider- 
able time in preparing the various culture media the 
requests for examinations when it should be used, were 
not frequent enough to have fresh media when needed. 

Originally we did tissue sections also, as until the 
last few years they were examined only on request. 
However, now all tissues are examined, and since to do 
this in the small laboratory would require more workers 
than the hospital could afford, we send all such surgical 
specimens to the state laboratory. We make an addi- 
tional small charge to the patient to cover the prepara- 
tion, etc. Special 


mailing, laboratory examinations 


such as Wassermanns, vaccines, blood cultures, ete., we 
send usually to a private laboratory from which we re- 
These 


arrangements are in exact accord with the requirements 


ceive very prompt and satisfactory reports. 
of the American College of Surgeons. 
Regarding the routine work done on our patients, 
we have a routine of urinalysis and blood count on all 
patients and in addition, on surgical cases, a coagulation 
time test and examination of tissue. Wassermanns are 
collected on all maternity cases at the time of delivery. 


Surgical cases, excepting, of course, emergency ones, are 
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required to be in the hospital not later than 4 P. M. on 
that 
laboratory examinations may be made. 


the day previous to operation so the necessary 
For some of the 
more complicated operations a stay of several days is 
required. 

After trying many methods of adjusting the labora- 
tory fee, we finally arrived at a flat fee and since this 
arrangement was made we have had no difficulties in 
this respect. On every house patient a flat fee of three 
dollars is charged, except on surgical ones, where a tissue 
is to be sent for examination. In these cases the fee is 
four dollars. Depending upon the laboratory to which 
the Wassermanns are sent, there is an additional fee. 
Our flat fee includes all laboratory examinations which 
may be necessary or desired, except blood chemistry or 
any work which may be sent to another laboratory, and 
for which we pay a fee. On cases requiring blood 
sugars, etc., our fee is regulated by the number of exami- 
nations made. 

Regarding the cost of maintaining our laboratory I 
would say that after the original cost of equipment the 
monthly expenses are small, being only what would be 
needed to purchase additional supplies as glassware, 
stains, ete. 

To summarize I might say that the chief features 
in conducting the small hospital laboratory are: 

The employment of a full-time technician and a 
part-time supervisor. 

The 


examinations. 


satisfactory arrangement of a routine of 
The proper care of those examinations not made by 
the small laboratory, by sending them to a properly 
qualified laboratory. 
A fee 
the 
patient. 


reim- 


the 


arrangement which will sufficiently 


burse hospital and be reasonable as regards 
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The Care of the Psychoneurotic Patient in the 
General Hospital’ 





Sister M. Laurentine, R.N., Supervisor, Psychiatric Division, St. Francis Hospital, Pittsburgh, Pa. 


Te title of this paper is rather ambiguous, and I 
feel that I must begin right now to explain that I have 
no intention of writing a treatise on neuroses as a medi- 
eal entity, nor of enlarging on the various methods of 
treating this particular type of illness. As a matter of 
fact, there would be no excuse for my attempting any 
such step, as I realize that this would be trespassing on 
My object is to present for 


the realms of medicine. 


your consideration some observations and deductions 
which have been made in regard to the so-called “nerv- 
ous patient,” and perhaps when I am through, someone 
of my audience may suggest a fitting title. 

It seems quite proper to infer that every general hos- 
pital includes among its patients some individuals 
suffering from functional nervous disorders, and indeed 
many of this group may be found in the surgical as well 
as the medical divisions. With this fact before us we 
might ask ourselves, “Who is the nervous patient?” and 
we are nearest to the truth if we answer, “Practically 
every one admitted to the hospital.” ‘To those of us 
who are daily seeing patients admitted and operated 
upon, the tragic side of this event, with its unhappy 
possibilities, does not loom up so ominously, but when 
the 


patient, or when such a decision comes up in our own 


we consider the matter from the viewpoint of 


family, we perhaps can realize the nervous strain asso- 
ciated with these occasions. It may be a gall-bladder 
case, or merely a tonsillectomy, yet there is usually pres- 
ent a state of anxiety and perhaps fear that is distinctly 
a neurosis, and which must be handled just as dexter- 
The influence of 


this reaction on the postoperative stage is a factor not 


ously as any operative procedure. 


to be ignored. 

In addition to the emotional conflict in the patient, 
we are also frequently confronted with a state of 
demoralization in the family, which we must attempt to 
adjust if we are to get the best results. This may 
appear to be outside the pale of our duty, but we must 
remember that anything that conduces to the recovery 
of the patient is within the bounds of our responsibility. 
And we can readily understand the tension and anxiety 
of the family, if we consider that this experience is to 
them an entirely new one, and that the hospital presents 
many unfamiliar and formidable aspects. 

On all services we may find, associated with definite 
pathological conditions, complicating nervous phenom- 
ena which require some special study and treatment. 
Every physician, general or special, should be sufficiently 
schooled to appreciate that practically all nervous dis- 
orders of a functional type are benign in their origin, 
and become chronic through the neglect of those whose 





‘Read at the sixth annual conference of the Catholic Hospital 
Association of Pennsylvania, at Scranton, Pa., April 19, 1927. 
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duty it is to prevent as well as treat disease, and for 
whose mistakes no valid excuse can be offered. 

It is obvious, therefore, that we should look upon 
the nervous system in its intimate association with every 
organ in the body as a factor even in the disorders with 
definite pathology, and recognize the value of establish- 
ing a proper control in this sphere as a step toward the 
ultimate recovery of the particular condition for which 
the patient enters the hospital. And as much time as is 
required to handle this phase of the trouble should be 
conscientiously given to every case. Perhaps it seems 
absurd to expect the busy surgeon or internist to spend 
fifteen to thirty minutes talking to a patient, or listen- 
ing to his difficulties, when there are so many urgent 
demands upon his time. I wonder how it would appear 
to any of us if surgical dressing, hypodermoclysis or gas- 
tric layage were indicated, and the treatment were 
omitted on the plea that we were too busy and did not 
have the time. Such an excuse would certainly seem 
unusual, and so, too, these patients with neuroses are 
justly entitled to the time required for a mental lavage, 
if that is the type of treatment necessary to adjust their 
particular problems. 

As hospital workers we must endeavor to get the 
proper understanding of the neuroses. We must learn 
to appreciate the many traumatisms suffered by the 
nervous system, and to expend all the nursing skill 
necessary in its repair and rehabilitation. Quite fre- 
quently our patients have been practically dissected by 
the various special departments. They are told that 
their symptoms are due to gastric ulcer, or to viscerop- 
tosis, or perhaps a thyroid dysfunction with cardiac in- 
volvement, and maybe many other diagnoses are sug- 
gested. When the physical examination, laboratory, 
X-ray, and other data have been assembled, and no 
pathology is found, the impression is given that there 
is nothing wrong except an overstimulated imagina- 
tion, and a diagnosis of some type of neurosis is made. 
Perhaps various treatments such as diet, glandular ex- 
tracts, or other fornis of therapy are administered with 
the feeling that something should be done for the 
patient. This attention to their symptoms only deepens 
the anxiety concerning them, and the neurosis becomes 
more profound. The patient then comes to the neuro- 
psychiatric service, and not infrequently is unsuccess- 
fully treated, owing to the difficulties encountered in 
trying to break through his defense, built on the knowl- 
edge acquired concerning the somatic symptoms com- 
plained of. 

This is not quite fair to the patient suffering from 
a neurosis. The fact that a comprehensive study re- 
vealed no pathology is not a positive indication of its 


absence. We all know of instances where a laparotomy, 















or sadder still, an autopsy, brought to light some unsus- 
pected lesion, a lesion perhaps not usually associated 
with the complaints enumerated, and not readily elicited 
by careful physical examination, yet producing its de- 
generating effects so insiduously as to present the picture 
of a functional neurosis. 

The ultimate decision that a patient is suffering 
from a psychoneurosis is to the minds of many internists 
simply an indication that they have failed to make a 
diagnosis, and this is perhaps a truism inasmuch as even 
the purely functional group represent some dysfunction 
along the paths of the sympathetic nervous system, most 
likely an imbalance of the endocrine glands; at least 
something that renders the individual unfit to make 
normal adjustments to unusual situations. It is no 
doubt the unquestionable right of these patients to have 
a thorough physical examination, and any condition 
which might tend to lower resistance must be corrected. 
It would seem advisable to have the opinion of a compe 
tent neuropsychiatrist to establish the presence of a 
neurosis, and it really matters little to us what the par- 
ticular type may be as our approach to it will not be 
altered. 

In the first place let us not throw up our hands 
and shrug our shoulders and in a hopeless tone of voice 
declare that, The term 
“nervous” does not mean anything, and especially it 


“he or she is just nervous.” 


does not mean that the patient has a tremor of the 
hands. More especially, and more emphatically, it 
does not mean that the patient is imagining his ailment 
and that he is a malingerer. One of the most important 
factors in handling a neurosis is the conviction in our 
own minds that the patient has a definite illness, not 
organic, it is true, yet nevertheless an illness that is real 
and one from which he will recover if it be properly 
understood and intelligently treated. 

The theory that these patients all suffer from some 
conflict in the subconscious mind, and that the symp- 
toms presented are an attempt to escape from the neces- 
sity of meeting this problem squarely, seems to those of 
us who are working in this field, a logical explanation 
for many of the complaints. My very limited knowl- 
edge of the mechanisms of this theory precludes my 
making any attempt to elaborate on the subject; fur- 
thermore, I would thereby be within the confines of a 
branch of medicine, where of course I have no right to 
intrude. The management of these patients is obviously 
the task of a competent physician, but, as much of the 
work is nursing, we must understand something of the 
problem of taking care of them, if we are to be of assis- 
tance in this reconstruction work. It is the opinion of 
most of the physicians I know that the nursing is very 
important and lends much to the success of the physi- 
cian’s efforts. 

Contrary to the opinion of some workers in the 
field, we feel that the place to handle the psychoneuroses 
and some of the mild psychoses is in the general medical 
The isolation of these patients sometimes tends 


ward. 
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to the development of mutual sympathy and to free re- 
tailing of their complaints, which is a rather unhealthy 
atmosphere in which to nurture new thoughts and create 
We 


eration the effect of these patients on the strictly medi- 


new ambitions. must, of course, take into consid- 
cal group, and this feature will necessitate its own par- 
ticular solution. However, we usually find it better to 
have them associated with other types, and only occa- 
sionally do we encounter any difficulties. 

The recovery of this class of patients depends much 
able to establish, and 


on the confidence which we are 


that practically at the first meeting. The history, 
which comprises their story, is taken in considerable de 
tail, and thus one elicits certain facts which have had 
considerable weight in the production of the conflict. 
We are, in most instances, dealing with an intelligent 
person, and when a general picture of the patient’s life, 
family difficulties, etc., is obtained, an attempt is made 
to have him lend his assistance to our method of treat- 
ment. within his are 


Explanations understanding 


offered, and some familiar examples given of the effect 
of emotional changes on the cardiovascular or gastro- 
intestinal systems, such as blanching of the skin and 
rapidity of the pulse in fear, or shock, loss of appetite 
in worry, etc. We would have him know that the pains 
he has are real and not imaginary, but that the cause is 
functional and not organic, and that there is marked 
accentuation of the discomfort because of overattention 
to it. Physiologically the pain is there, and it is due to 
the hyperemia brought about by focusing the mind on 
that particular part. A widening of the blood vessels 
results, with increased sensitiveness, and as more blood 
flows by the little nerve endings, their vitality is height- 
ened, and their sensitivity increased. Therefore, the 
pain is not imaginary. 

With this explanation, which I have borrowed from 
the writings of Dr. James J. Walsh, we can assure our 
patients that they are in no danger, and that this pain 
Kach 
case varies, it is true, but the essential method is one of 
We 


There are 


will disappear as their general health improves. 
sympathetic reeducation and readjustment. must 
be patient, but firm, flexible, and tolerant. 
no general rules to be laid down, and we must measure 
The kind of 
pathy we should give is rather that of encouragement. 


the approach to each individual. sym- 
and a sense of ability to control the situation, but with- 
out being overwhelming or domineering. 

A plan must be made as to rest, exercise, reading, 
visitors, and so forth, and this too is individual—some 
need visitors for diversion, others are prostrated by 
them. The plan also depends much on the profundity 
of the exhaustion present, and the fatigability of the 
patient. Baths, massage, electrotherapy, and occupa- 
tional therapy are very helpful, and although they are 
merely adjuvants in the correction of the neurosis, yet 
they form part of the plan and should be adhered to very 


strictly. They should not be emphasized as specific 
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treatments, however, but merely as aids in the general 
reeducation. It is sometimes necessary to drive a patient 
very hard to make him overcome certain ideas which 
have become deeply rooted, and much energy and 
patience will be required. There will be objection to 
going out for a walk—he is too tired ;—his eyes hurt and 
he can’t read ;—-for seme reasons he can’t eat certain 
food, and drink milk; and many other things 
block our constructive And 
patients really want to get well—yet they seem to re- 
But when there is 


can’t 
efforts. remember, these 
verse the order in attaining this. 
absolute confidence in the physician, even severe meas- 
ures may be enforced. 

The point I want to make is the necessity of meet- 
ing these patients frankly and honestly, without decep- 
tion of any kind. Psychotherapy that is not strictly 
honest is bad. The use of placebos and certain electric 
or other treatments which carry to the patients the idea 
that they are getting something specific for a particular 
ailment that therefore must be present, in other words, 


functional condition as though it were 


treating a 
organic, is not good medicine and savors of quackery. | 
think that the neurotics are quite frequently handled in 
this fashion by very reputable physicians, not with any 
malicious intent to deceive, but simply because they do 
not take the time to understand the basic cause of the 
patients’ complaints. Anything that undermines the 
friendly feelings of confidence and dependence on the 
physician, will interfere with the successful manage- 
ment of the case. J cannot think of any instance where 
absolute truth is not the ideal method of dealing with 


psychoneurotie patients. 
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In closing, | would sound a word of warning to 
hospital workers, and other intensive workers, that they 
should, in their own case also, beware of the insidious- 
ness of the approach of a neurosis. It is in work such 
as ours, where mental and physical efforts are being 
thrown out with a reckless disregard of our limited 
reserve force, that we find fertile soil for its develop- 
ment. Extreme fatigue—with inability to relax—loss 
of appetite, perhaps loss of weight, insomnia as a result 
of the nervous tension; various somatic complaints, all 
these, plus our knowledge of symptoms, may make us 
introspective, remind us of some of the malignant con- 
ditions likely to develop, and unwittingly we are carry- 
ing the load of worry and depression. Then, too, these 
neuroses are somewhat infectious, as it is frequently 
observed that one member of a family will influence an- 
other, and an unhealthy atmosphere is promoted. 

We should, therefore, try to understand and be toler- 
ant of this class of patients as they come to us. Appre- 
ciating that for a long time we have been taking the 
human body apart and studying each organ as a separate 
entity, let us now put it together and view it in its 
entirety, with the nervous system serving as a storage 
battery to keep other organs functioning, and facing the 
possibility of burning out and necessitating frequent re- 
charging. There is only a fine line of demarcation be- 
tween the normal and abnormal, and the distinction is 
sometimes hard to We the 
statement that “half the world is off, and the other half 


make. are reminded of 
not quite on,” and also the comment of the Quaker to 
his wife, ““Martha, all the world is queer but thee and 


me, and sometimes me thinks thou art somewhat queer.” 


A Beautiful Chapel 


So. Elizabeth’s Hospital, Wabasha, Minn., a 45-bed 
hospital situated on the Mississippi River about a mile 
The grounds 
and from 


from the city is a quiet, restful institution. 
are adorned with trees, shrubbery, and flowers; 
the building one may obtain a beautiful view including 


the river. 


The Sisters of the Sorrowful Mother who operate St. 
Elizabeth’s Hospital are very proud of their large chapel, 
pictures of which are shown. The decorative work and 
paintings were done by the artist George Satory of 
Wabasha, Minn. The pictures set forth in a beautiful 
blend of delicate shades scenes of religious significance. 
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CHAPEL, 


The designs and emblems are original and drawn to 
harmonize with the romanesque style of architecture. 

There are twelve emblems on the ceiling. Seven of 
these are devoted to the sorrows of Mary with scriptural 
texts. The first is the prophecy of Simeon. 

There are two “emblems” of St. Elizabeth, the 
patroness of the hospital and the patroness of the Third 
Order of St. Francis. “Emblems” of St. Cecilia, St. 


Gregory, and King David, patrons of Christian songs and 


music, are to be seen above the organ. 

On the main arch which connects the alcoved ceiling 
in the center of the sanctuary above the main altar, the 
artist has displayed the seven joys of Mary. On the side 
panels the Chalice and Monstrance are beautifully de- 
signed with wheat and grapes representing the Holy 
Eucharist. The inscriptions for these are: We praise 
Thee; we bless Thee; we adore Thee; and, in Greek and 
Latin, O Holy God, ete. 

Above the side altars are two appropriate “emblems,” 

St. Mary, Comfort of the Afflicted and St. Joseph, 
Patron of the Dying. 

The rose, lily, passion flower, wheat, and grapes form 
the principal designs. Below the stained windows in the 
sanctuary a rich tapestry effect is cleverly carried out. 
The pillars and capitals are painted to represent marble 
in harmony with the altars. 

Throughout the designs the artist has avoided gaudi- 
ness, yet he has succeeded in producing a rich and 
harmonious piece of work, to the great satisfaction of the 
hospital chaplain and the Sisters. 

HISTORY OF ALL SOULS’ HOSPITAL, 
MORRISTOWN, NEW JERSEY 

All Souls’ Hospital, at Morristown, N. J., had its 
humble beginning in 1891. The hospital is under the 
direct supervision of the Sisters of Charity. The founda- 
tion of the institution is credited to the Very Rev. Dean 
Flynn. In 1891, the rapidly-growing population of Mor- 
ristown realized that they must provide for the sick and 
infirm. Arrangements were made with the Grey Nuns 
of Montreal, who sent over several Sisters of the order. 
Then a hospital site was chosen. 

The old Arnold Tavern, which had been the head- 
quarters of General Washington during his first stay in 
1777, was purchased and became the first All Souls’ Hos- 


ST. ELIZABETH’S HOSPITAL, 


WABASHA, MINN. 


pital. The hospital was so named because the Feast of 
All Souls was being celebrated when the decision was 
made by Father Flynn. The stately ballroom was turned 
into a chapel. The dining rooms became wards, and in 
the historian’s words of that time, “the broad corridors 
that a century ago resounded with noise of spur and clank 
of sabre” took on new life and were filled with the soft- 
falling footsteps and rustling garments of the gentle Sis- 
ters, here to nurse the sick and afflicted of all races, 
colors, and creeds. 

While a new building was being constructed across 
the street, fire broke out in the converted Arnold Tavern 
on the morning of April 4, 1918, and completely destroyed 
the old colonial building. The patients who had been 
treated at All Souls’ Hospital had to be brought to other 
hospitals. The first patient was admitted to the new hos- 
pital in July, 1918. The new building, consisting of three 
“floors, had an operating floor, five wards, 25 private and 
twelve semiprivate rooms. It had a capacity for 125 
patients. 

During the past year the hospital admitted 1,597 
cases, and 400 were treated in the out-patient depart- 
ment. The number of hospital days of treatment at the 
institution during the year numbered 16,560. 

The hospital clientele consist of 27 undergraduate 
and nine Sisters of Charity from Convent, N. J., graduate 
nurses ; six lay graduate nurses; 25 doctors on the hospital 
staff; and a resident physician, Dr. Frank A. Wade. 
Being equipped with every modern device pertaining to 
surgical or medical diagnosis, the hospital can take care 
of practically any case coming within the range of medi- 
cine. The orthopedic department is under the direction 
of Dr. Elmer P. Weigel, of the Post-graduate Hospital 
in New York. This department specializes in the diagno- 
sis and treatment of bone and joint diseases, 


Commencement at Providence Hospital. The Provi 
dence Hospital School of Nursing at Kansas City, Kans., 
held its commencement exercises at the Knights of Colum- 
bus Hall on the evening of May 12. The following nurses 
were awarded diplomas: Emma Marie Lauer, Glasgow, 
Mo.; Mary Zita Yoksh, Kansas City, Kans.; Anna Lee 
Shultz, Kansas City, Kans.; Helen Gertrude Flynn, Salida, 
Colo.; Margaret Mary Egan, Kansas City, Mo.; Elsie Eliza 
beth Rosher, Rosedale, Kans.; and Anna Mell Graves, 
Kansas City, Kans. 
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THE HOSPITAL CLINICAL CONGRESS OF NORTH 
AMERICA 


We are here at the Congress. 
in large and representative numbers—not only Sisters 


I hope we are here 


but other hospital people—nurses, doctors, technicians, 
trustees, and others. I hope also that many of the 
public necessarily concerned in hospitals are here in 
We know that a fair repre- 
We know, too, 


reasonably large numbers. 
sentation of hospital exhibitors are here. 
that many representative people in the hospital world 
are here to aid by their knowledge and experience in the 
clinical demonstrations that will be of such value to all 
All this is as it should be. Likely 


enough, many are not here who should be here and who 


delegates and visitors. 


would be glad to be here if conditions and circumstances 
governing the individual case would have permitted 
their presence. 

This Congress is a new type of convention, not fully 
understood and therefore not thoroughly appreciated as 
yet by the hospital world. Perhaps another year or two 
will bring about the enlightenment and appreciation 
which are now lacking. 

The one function of all who are attending the Con- 
gress is very simple and personal. It is to get whatever 
information and insight into the science and art of hos- 
pitals this Congress affords. Knowledge and insight 
are personal acquisitions. One gets knowledge and in- 
sight in all the things of life in direct proportion to one’s 


mental capacity, power of observation and earnest effort 
Hence, my simple advice 


to get what there is to be got. 
to all who attend the Congress is to get around and see 
the whole layout, to observe keenly and accurately, to 
take notes, to ask questions, to offer suggestions and con- 
tribute information. 

This Congress, therefore, should be a great clearing 
house for hospital workers where information, estimates, 
and more or less final conclusions in regard to hospital 
experience and knowledge, may be exchanged and 
carried home for the purpose of making better the care 
of the sick. 
institute for advancement and betterment of hospital 


This Congress is given as an educational 


activities throughout the United States and Canada. 
Take what you can get and give all you have to give. Be 
generous, be congenial, and be industrious; but first of 
all, be intelligent. 

The exhibitors are here and they are here for busi- 
ness. You should all be here for business. The ex- 
hibitors are here not only for business but for a deep 
educational purpose as well. Never before has the great 
hospital manufacturing group been so intimately asso- 
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ciated with the deeper purposes of hospital people. They 
are here not only to discuss prices and sales with you, the 
delegates, but they are here with their generous equip- 
ment, their best equipment, to give you the latest infor- 
mation and actual demonstration of what a hospital 
should have by way of equipment, of what it should do 
in the arrangement and the set-up of this equipment. 
And the clinical demonstrators, both on the part of the 
hospital experts and on the part of. the manufacturing 
concerns are here to tell you and to show you the 
arrangement, organization, and procedure which will 
make for the best functioning of this equipment when it 
is set up in the hospital. 

Intelligent economic investments 
sult of what will be seen and heard 
Intelligent, economic maintenance and 
will be another inevitable consequence of the close co- 


should be the re- 
at the Congress. 
use of equipment 


operation between manufacturer, salesman, and hospital 
executives and technicians of all sorts. 

We look for intensive results in the whole hospital 
field from this fine spirit of enlightened and cordial 
fellowship.—C. B. M. 


A SIGNIFICANT EDITORIAL 
It is amusing at times to read the comments even 


of quite intelligent people who are not accustomed to 
hospitals and know little about their interior workings, 
The leading edi- 


%, 1927, 


when they write on hospital topics. 
torial in The Saturday Evening Post for May 
“Why Hospitals Run Behind,” makes some interesting 
The editorial 


remarks on the obvious improvement of hospitals of 


comments upon hospital management. 


recent years and then declares, “It is, however, the rule 
rather than the exception for a hospital to show an 
operating deficit and to depend upon state or municipal 
aid and the voluntary contributions of the well-disposed 
The 


editorial writer then goes on to outline two steps that 


few in order to break even at the end of the year.” 


must be taken “before such institutions can hope to 
fulfill to the uttermost their responsibilities to their 
communities.” 

One of the steps is “general acceptance of the fact 
that the local hospital is every man’s business, coupled 
with regular popular support.” Then comes the sug- 
gestion as to the second step. “The second step will in- 
volve some rattling of dry bones, for it means a general 
waking up and jacking up of boards of trustees and 
one 
effi- 


pro- 


managers. Taking the country as a whole, only 
hospital in four is operated as competently and 
” Would, indeed, that the 
portion were even one in four! 

“The opportunities for waste in the average 


pital,” the editorial goes 


ciently as it might be. 


hos- 
on, “are almost boundless; and 
trustees and managers who are content to go on employ- 
ing lax, slipshod methods in the purchase and control 
of supplies contribute directly to the high cost of sick- 
ness.” 

Thus far the editorial writer is quite correct, but 
his further statements are tinged by a bit too much of 

















“Fortunately,” he says, “there is plenty of 


optimism. 
assistance at the command of manager and trustees who 
are determined to bring about a change for the better. 
Hospital administration has an extensive literature of 
There are also at 


its own which is accessible to all. 
least two well-edited and copiously illustrated periodi- 
cals which cover the field with fascinating thoroughness. 
In the larger cities there are experts in hospital design 
and administration whose advice often proves to be 
worth far more than its cost.” 

In reading this paragraph one’s memory brings up 
pictures of hospital conferences, at which the details of 
hospital construction and management were discussed 
by some of those very experts in’ hospital design and 
.dministration, and where such an _ extraordinary 
diversity of views was manifested, that the only conclu- 
sion one could draw was that hospital management 
leaves very much to be desired, even from the stand- 
point of literature, of principles, and of real agreement 
on essentials. This undue optimism reaches its climax, 
however, in the concluding paragraph of the editorial, 
which reads as follows: 

“The magnificent achievements of the medical pro- 
fession in advancing the healing art are far more notable 
It re- 


mains for industrial leaders and men of affairs to devise 


than the betterment of executive management. 


ind introduce administrative and financial features 
which shall be as effective as current professional 
methods. When chambers of commerce, Rotary and 
Kiwanis Clubs, and retail-business-men’s associations all 
join hands and give their best thought to the problems 
of their community hospitals those problems are bound 
to be solved rationally and correctly. There are few 
perfectly operated hospitals which do not owe their ex- 
cellence to a group of successful men who know how to 
apply business methods to the conduct of any organiza- 
tion in whose management they share.” 

The business men referred to might indeed give 
useful advice concerning the details of hospital business 
management, but the one-great requirement for that 
reform in hospital management concerning which the 
editorial speaks is the securing of competent hospital 
executives, who can apply the principles of good busi- 
ness to the very complicated problems of hospital man- 
agement.—EF. F. G. 

— 
AN INVITATION HEEDED 

It was a real delight to the editorial heart to receive 
the other day a letter from Mother Vita of St. Mary’s 
Hospital, Racine, Wisconsin, in response to an appeal 
made by the Sister Superior of St. Martha’s Hospital in 
Bangalore, India. As our readers will remember, we 
published in the June issue of Hospirat ProGress a 
really touching appeal from the Sister Superior saying 
that in their large hospital they have not a single micro- 
scope and were obliged to borrow one with great diffi- 
culty in emergencies. Sister Superior appealed for the 
gift of a microscope, and her invitation to this act of 
charity was heeded. Mother Vita wrote that her hos- 


pital is in possession of a microscope, that they had been 
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thinking of selling. It has an oil immersion and they 
will have a new condenser adjusted to it, will have it 
put in good condition, and send it to the Superior of St. 
Martha’s Hospital. One may imagine how many bene- 
dictions will fall on the head of Sister Vita and her com- 
munity for this act of charity, and also how many good 
deeds they will participate in, done by the Sisters in far- 
off India, with the aid of the microscope sent by St. 
Mary’s Hospital, Racine. 

The Catholic Medical Mission Board has, as one of 
its great purposes, to establish this charitable inter- 
change of gifts between our prosperous and well- 
American hospitals and their needy and 
As the little 
gap in the Mississippi levees with its trickle of water, is 


equipped 


struggling Sisters in mission countries. 


the precursor of great floods which inundate great areas, 
so we trust that this act of generosity will be the pre- 
cursor of floods of bounty, which will bring, not ruin and 
desolation, but blessings and help to the vast populations 
of far-off mission lands.—F. F. G. 
qumeasanes 
SAVING UP GRUDGES 

There is an unfortunate tendency in some of us to 
save up grudges. When anything goes wrong, or when 
anyone makes a mistake, such people are tempted to feel 
as the popular phrase 


a satisfaction in “getting sore,” 


has it, and staying sore. They more easily forget any- 
thing else than they do a mistake, even if it is an invol- 
untary mistake. The pleasant things that happen to 
them and the service that is rendered to them seem less 
important in their minds, than the occasional shadows 
of misfortune or mistake that fall across their paths. 
Such people are their own worst enemies, because they 
accumulate a great supply of grudges, and after a while 
a good deal of their time is spent on useless brooding on 
things they could not help in the beginning and had best 
forget as soon as possible. But on they go their gloomy 
way, making a collection of grudges, which is one of the 
most unprofitable and useless of all the collection fads 
that afflict humanity. 

We are hopeful that none of the readers of Hosprrar 
Procress have this inamiable peculiarity. From time 
to time there will appear in the scheme of things blots 
and gaps and dark places. Sometimes, for instance, 
manuscripts are lost in the mails. At other times appre 
ciated contributions fail to hit the mark. The fact that 
for every one letter or manuscript that goes astray, thou- 
sands arrive at their destination and are duly used, 
ought to make everyone forget and forgive the excep- 
tional losses. We are sure, we repeat, that all the kindly 
readers of Hospitat Progress take this view, but if 
there should be any under whose eyes these lines should 
fall who are consciously or unconsciously collecting 
grudges, we beseech them and encourage them to hunt 
down every grudge into the inner refuges of their being 
and cast it forth. 
will and kindness of our readers to be satisfied, so long 


We value too highly the general good 


as a single grudge of any kind is harbored anywhere in 


E. F. G. 





their cheerful circle. 








Relation of the Hospital to the Social Service 
Department’ 





Henry K. Mohler, M.D. 


— in the art and science of medicine have 
always been associated with changes in their methods of 
The hospital was the first 


application to the individual. 
The phy- 


step in the organization of medical resources. 
sician recognized that the successful treatment of the 
patient required the services of women trained in the art 
of nursing. Further improvement in the care of patients 
in hospitals disclosed the need for interns, and later a 
demand for additional groups of workers, viz., the medi- 
cal-social-service workers, dietitians, occupational thera- 
pists, visiting and public-health nurses. The future will 
develop other activities for workers who will aid in solving 
the problems of health 

The purpose for which 
developed was to make more effective the prevention and 
treatment of disease. The modern hospital is a center 
where the medical profession, the groups of workers assist- 
ing, the patients, and the community should meet to 
discuss their problems and coordinate their activities as 
they apply to the problems of health. In the modern 
hospital the medical-social-service department occupies a 
very important position. A hospital without a social-ser- 
vice department cannot be said to have accepted fully its 
responsibilities to its community. 

The medical social service is essentially a develop- 
ment made necessary by the growth of hospital service. 
Fifty years ago it was not necessary. With the progress 
in medicine there arose a need in hospitals for this work, 
so that, in 1905, Dr. Richard Cabot, at the Massachusetts 
General Hospital, organized medical social service into a 
separate department. 

Prior to this time medical 
dered by physicians, nurses, the clergy, and _ hospital 
visitors. With the development of the outpatient depart- 
ment of the hospital it became evident that to examine, 
diagnose, and prescribe for patients in increasing numbers 
it became physically impossible for physicians and nurses 
to make their treatment effective. Many diseases were 
recognized to have as their backgrounds, conditions that 
must be corrected if the diseases were to be relieved or 
cured. Patients in increasing numbers who received ward 
or outpatient care needed the kind and sympathetic care, 
attention, and advice that physicians are no longer able 
to give. Patients need individual care. 

Early in its career the functions of the social-service 
departments were not clearly defined. Everyone had his 
own ideas of what social service meant. Gradually, out 
of a rapid growth, there had come to be recognized cer- 
tain duties which social service should be able to perform, 


and disease. 


these departments were 


social service was ren- 


as follows: 

1. Discovering and reporting to the physicians facts 
regarding the patient’s personality or environment which 
relate to his physical condition. 

2. Overcoming obstacles to 
such as may exist or arise in his home or work. 

3. Assisting the physician by arranging 
mentary care when required. 

4. Educating the patient with regard to his physical 
condition, in order that he may cooperate to the best 
advantage with the doctor’s for the cure of 
illness or the promotion of health. 

Medical-social-service departments have come into 
existence in many different ways, in various hospitals, 


successful treatment, 


supple- 


program 


‘Read at the annual meeting of the Pennsylvania Hospital 
Association in Philadelphia, Friday, April 22, 1927. 
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because it was necessary or expedient to create them. 
Groups other than the governing boards of the hospitals 
have formed and financed medical-social-service depart- 
ments, which gave their services without any expense to 
the hospital. Some of the best and oldest social-service 
departments have been so supported. 
independence of action and does not interfere with their 


This gives to them 
cooperation and effectiveness. The financing committee 
helps to educate the community in its needs and purposes. 

Many very important activities in the interest of the 
public have been inaugurated by volunteer agencies which, 
when the work so started has been shown to justify its 
existence, have turned this work over to existing institu- 
tions where it could be with allied 
Many social-service departments so formed are now an 
integral part of the hospital. Other social-service depart- 
ments have been developed in hospitals as a result of 
the recognition of the duty to provide for this service. 
There are hospitals whose social-service departments were 
inaugurated because of demands from the community or 
their medical staffs. Regardless of how the departments 
were started, or what their duties or functions were, time 
is developing the social-service department as an integral 
department of the hospital with its duties defined as 
clearly as any other department. 

A number of social-service departments, honest and 
sincere in purpose, have failed to enjoy the confidence and 
the help their work deserved because of the lack of tact 
of some of their workers. 

With the rapid growth of social-service work it is 
obvious that other departments of the hospital have had 
to be educated to the function of social service. Fre- 
quently no program of education was undertaken and 
consequently misunderstandings arose, and, to a less ex- 
tent, still continue to arise. This was largely the fault 
of the individuals, rather than the work. They were more 
interested in their prerogatives than in the help they 
could give in cooperating as a constituent agency of the 
modern hospital. 

The problems of the social-service department 
usually not merely those of the department, but of the 
hospital itself. They are generally concerned with the 
entire medical program of the hospital, and back of these 
problems is the lack of funds. 

How may the social-service department be adminis- 
tered to be most effective? The answer to this question 
must vary in each institution but it would seem to be 
highly desirable to have an advisory committee of physi- 
cians, laymen and women, who are interested in the social- 
service work as well as in the hospital as a whole, to meet 
at regular intervals, to develop a program and consider 
the work and needs of the department. Their suggestions 
should be made through the hospital executive to the 
governing body of the hospital. 

Every hospital has community problems to solve and 
the response on the part of the hospital must be intelli- 
gent and must be made in a helpful and effective way. 
It must interpret back to the community what are found 
to be the problems of the community. Outside agencies 
must then adjust their programs in accordance with the 
problems of the community as disclosed by the experience 
of the hospital. Thus, for example, the reflection of the 
problems of the hospital on the community has resulted 
in the development of nation-wide activity by tuberculosis 
and heart associations. 


coordinated work, 


are 
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With the progress made in medicine, no physician can 
master every one of its branches, so that of necessity two 


changes have come about, viz., specialism and cooperation. 
In the solution of the patient’s complaints, the physician 
deals almost entirely with his actual physical condition 
and less intimacy exists between the patient and the 
physician than was formerly the case, so that the respon- 
sibility for the success of the treatment is divided between 
the doctor and the social-service worker. 

The problems of the outpatient department are to 
some extent different from those of the other departments, 
but it would have all social-service 
activities coordinated under one department. For a great 
many patients the dispensary visit is the patient’s first 
contact with the hospital and the kindly attitude and 
interest of the social-service worker will help dispel much 


seem desirable to 


anxiety and apprehension and assure the patient of the 
interest the hospital has in his problems. Every hospital 


should consider the time spent by the patient in the 
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hospital outpatient department or ward as an oppor- 
tunity to do all it possibly can for the individual. 

Many the condition of the 
patient, such as heredity, and economic, social, and in- 
The illnesses complained of by many 


forces contribute to 
dustrial conditions. 
patients are recognized to be but incidents in the lives 
of those suffering from misfortune, ignorance, poverty, 
loneliness, and like conditions. Identifying these causes 


in the individuals, whose background was unknown to 
the doctors, has created many time-consuming problems, 
and solution 
thought. 


These conditions must be recognized, understood, and 


their has required special study and 


appreciated to advise appropriate treatment and devise 
means of prevention. The hospital aims to establish a 
mechanism to deal with every patient as an individual, 
and, in the program, the doctor and every department of 
the hospital must participate, and the social-service de 
partment must take a prominent part. 


St. Joseph’s Hospital, Syracuse, N. Y. 


The new building of St. Joseph’s Hospital, Syracuse, 
N. Y., is modern in every respect and embodies all the 
latest improvements in hospital construction. It has a 
normal capacity of 204 adult patients and 31 infants, mak- 
ing a total of 235. 

The first impression one receives on entering is that 
of a large hotel instead of a hospital. Broad rubber-tiled 
corridors with buff-colored walls, uphostered furniture, 
tastefully chosen interior decorations, all add to the effect. 

The first floor is given over to administration, recep- 
tion rooms for physicians, diningrooms, kitchens, store- 
rooms, and pantries. At the northern end is the chapel. 

The floors above are all laid out on the same plan, 
each one having 40 private or semiprivate rooms. These 
floors are divided into two complete units of 20 rooms 
each, with diet kitchens, linen closets, ete., for each unit. 

The private rooms with one bed are on the east side 
of the building, the semiprivate rooms on the west, and 
between each two rooms is a lavatory. An individual 
clothes press is provided for each patient and many of the 
rooms are equipped with plugs for telephones. On the 
southern side are sunrooms and in every part of the build- 
ing are large windows giving plenty of light and air. The 
old building which has been remodeled is used for ward 
patients and the operating rooms will remain there. 

Every department is provided with the most up-to- 
date equipment, from the kitchen on the first floor to the 


obstetrical department on the fifth. The kitchen is gas 
equipped, with the latest of cooking paraphernalia. 

Separate service kitchens are located on each floor as 
auxiliaries to the main kitchen, and five food conveyors, 
each with a capacity of food for 20 patients, are employed 
to convey food about the building. 

Automatic electric elevators not requiring an opera 
tor give access to the five floors. Each floor has a taste- 
fully-furnished 
stretcher closets are 


reception room for visitors. Special 
provided so that stretchers may not 
be seen along the corridors. A permanent vacuum system 
providing cleaning facilities for the entire building is one 
of the outstanding features. 

The enlargement of the institution has made possible 
the addition of a new pathological laboratory and a physio 
therapy department. The X-ray department has also been 

remodeled and reequipped, and a 
installed. Elaborate 


ing equipment and instrument cabinets are in the operat- 


enlarged, the laundry 
new outside heating plant steriliz- 


ing room. The operating room is provided with a large 
gallery for observation of operations by physicians, medi 
cal students, and nurses. Two large nurseries are con 


nected with the obstetrical department. 
All of the linen for the new building, 

bedding. towels, blankets, night clothing, 

provided by the Women’s Auxiliary. 


which includes 


ete., has been 
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The Liaison Agency Between the Hospital and 
the Community’ 


Mary B. Chew, Director of Medical Social Service, Children’s Hospital, Denver, Colo. 


Is this day of highly specialized services in every busi- 
ness and profession, we, in the field of social service, are 
also indulging in specializing. The branch with which 
this group is concerned, designates itself, medical social 
service, an outgrowth of service originally rendered by 
well-meaning but wholly untrained persons in a purely 
haphazard fashion, for the benefit of the underprivileged 
patients for whom other things were glaringly necessary, 
aside from the medical care provided. Massachusetts 
General was, perhaps, the first hospital to give this service 
a recognized place in its organization. As demand creates 
supply, a group of trained workers soon became available, 
and medical or hospital social service came into being. 
At the present time it is the desire of the National Hos- 
pital Association that every Class A hospital have incor- 
porated into its organization a social service program; 
and shall employ trained persons who shall work hand in 
hand with the physician, assisting him in interpreting his 
wishes in the method of treatment to an individual or 
family, so that his orders may be carried out in an in- 
telligent and cooperative manner; and also supplying him 
with a working picture of the family, both social and 
physical. 

It is quite impossible for a physician, working in a 
clinic, seeing perhaps several thousand patients during his 
term of service each year, to obtain for himself a knowl- 
edge of their families such as he would have of those of 
his private patients. Therefore, he turns to the social 
worker who should supply this knowledge for him. Other- 
wise, he simply sees members of a group, and to each 
ascribes general or racial characteristics, and gives no 
consideration or thought to the fact that this patient 
might have particular peculiarities worthy of his con- 
sideration. He wishes to know the temperament of his 
patient before he decides upon the rest cure or the work 
cure; he recognizes the patient’s religious beliefs before 
he prescribes a dietary; he learns the family finances 
before he advises a trip to the Mediterranean; he must 
know the home and resources before he decides upon home 
treatment or institutional care. 

Man not being a flat surface, the whole of him could 
not be spread upon the retina at once. His aches, his 
pains, his weaknesses are built into the rest of his life 
and character, like stones in an arch, and to change any 
part appreciably we must change the whole. The physical 
ills cannot be treated by themselves without knowledge 
of the habits that so often help to make him ill, and the 
character, of which these habits are the fruit. Each 
patient, then, presents a social problem as well as a medi- 
eal one, and as soon as backgrounds of medical work were 
considered, social, educational, and preventive activities 
began to loom up in proportions that could not well be 
ignored. 

Besides interpreting these characteristics and facts 
of environment to the physician, it is the job of the social 
worker to supplement his prescription, that will right the 
physical ills, with prescriptions which will right the 
material ills affecting the patient. Suppose that a patient 
is institutionalized and a cure effected. Is he then to be 
dismissed and returned to the same environment which 
in many cases was the cause of his physical condition. 
If the home has not been responsible, then there may be 
~~ tRead at the joint meeting of the Catholic Hospital Association 


of Colorado and the Colorado Hospital Association at Colorado 
Springs, Colorado, Sept. 22, 1926. 


an occupational problem, so, while the patient is recover- 
ing, the:social worker should make the necessary adjust- 
ments. 

In medical social service, in most.instances, material 
aid is not given, but it is the task of the social workers 
to steer the client to the proper agency that this need may 
be met. For this reason they must be in very close con- 
tact with various charitable organizations, with the visit- 
ing nurses, to whom their inpatients are referred for 
follow-up care, or to whom their outpatients are referred 
for home supervision of doctor’s orders if necessary; with 
child-placing agencies, whose job it is to solve the prob- 
lems of homes which, for various reasons are unfit for 
children; with relief-giving agencies whose duty it may 
become to supplement the family income while the wage 
earner is being treated, or to supply the invalid with the 
proper diet or to move the family to a more suitable loca- 
tion; with agencies for the care and treatment of tuber- 
culosis (which presents one of the greatest problems) and 
with numerous other and perhaps more highly specialized 
agencies for relieving poverty or for making family ad- 
justments. 

In hospitals where the funds permit, the social-service 
department, with specially trained nurses and 
workers, gives much concentrated aftercare to tubercular 
and psychiatric patients. 

In the case of the patients from the psychopathic 
department, the skilled hospital social worker, by the 
accumulation of pertinent information, such as facts of 
heredity, school records, psychological traits and actions, 
as seen by the family and others closely associated with 
the patient, can often bring to the attention of the phy 
sician data which, considered in conjunction with the 
mental examination, will help both in diagnosis and in 
forming the best plan for treatment. She may also be 
able to explain to the parents, the teacher or the social 
worker, the curious actions of the feeble-minded child, his 
lack of concentration or of consistent ambition, his love 
of praise but lack of persistence in effort, his inability to 
compete with normal children, his irresponsibility. Thus, 
many harsh judgments may be avoided, and plans may 
be developed on the basis of a better understanding. 

In the midst of his curative duties, the physician 
cannot stop to educate the parents or family concerned. 
Yet, in the case of many neuropsychiatric patients, the 
underlying cause is maladjustment in the home. The 
adjustment needs a trained person, and is a most difficult 
job, yet why should public or private funds be expended 
in curing a child or adult if he is to be thrust back into 
the same environment which originally caused his dis- 
ability? The doctor should feel reasonable assurance, 
with this department in a hospital functioning properly, 
that his patient will have sufficiently intelligent after- 
care so that his work may not have been in vain; that an 
educational program is being carried on in the home to 
make it suitable to receive the invalid or, if he is pro- 
nounced cured, to hold the cure, or, if this is not possible, 
to have provided a place that will supply these necessary 
surroundings; if an occupational problem is the one at 
hand, that this has been adequately cared for and that 
suitable employment is waiting. 

Physicians and social workers, who have had experi- 
ence with the tuberculosis problem, realize that what can 
be done for each individual patient seems to depend less 
on the state of the disease than on the character and 


social 
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temperament of the patient, his possibilities of education 
and the community resources for proper treatment. For 
such information the doctors must rely on the assistance 
of the social workers, who are in close touch with the 
family or individual. 

The following concrete case gives a notion of the 
medical and social problems that may be involved. This 
particular family consisted of a man, wife, and six chil- 
dren. The man, an ex-service man, had been in various 
government hospitals for the cure of a neuropsychiatric 
-ondition; the mother was tubercular. They were brought 
to our attention when the mother came to the dispensary 
with a child of seven, who was extremely nervous. The 
neurologist recommended hospitalization for chorea, and 
. home visit was made at once. The child with chorea 
was admitted to the hospital, and the others brought in 
for general physical examination. It was found that all 
were in need of tonsillectomies, which were done through 
the clinic, one child was sent to the orthopedic depart- 
ment for bowles, and all were given some dental atten- 
tion. They were then enrolled in the nutrition class, 
which is conducted by the tuberculosis society in connec- 
tion with our outpatient department. 

The oldest girl, twelve, was so markedly underweight 
that steps were taken to have her admitted to the Junior 
League Preventorium where she is now under treatment, 
and the oldest boy was finally admitted to the Pre- 
ventorium at the National Jewish Hospital. The father, 
who had all of the characteristics of a psychiatric patient, 
had been out of work a great deal of the time, and was 
unable to adapt himself to any job which seemed avail- 
able; and the family circumstances were consequently 
very bad. Since there are still two malnourished children 
in the home, the case was referred to the city charities 
for emergency relief, and they agreed to give supple- 
mentary milk and the other foods necessary for the proper 
diet for mother and children. The mother was referred 
to the tuberculosis dispensary, and, after reporting to 
their outpatient department for some time, it was thought 
advisable to hospitalize her. The Children’s Aid Society 
found suitable homes for the children, and the mother 
was sent to a sanatorium. 

The father, in the meantime, had been examined at 
the Pyschopathic Hospital and employment found which 
seemed more suitable to him than any he had been able 
to find for himself, and he was reporting regularly to 
the hospital for follow-up care. After eight months, the 
mother was pronounced an atrested case, a suitable home 
was found on the outskirts of the city which the owner 
was willing to sell on payments equivalent to the rent 
and without an initial payment. The child with chorea 
had been dismissed from the hospital in good condition, 
and placed in a supervised boarding home awaiting the 
return of the mother. After the home was reestablished, 
the visiting nurses kept close supervision over the entire 
family, and had them report for examinations, the mother 
bringing them regularly for nutrition-class supervision. 

Thus, hospital social service attempts to cooperate 
with the medical profession, the hospital, and the com- 
munity. It seeks to understand and ‘to treat the social 
complications of disease by establishing a close relation- 
ship between the medical care of patients in hospitals or 
dispensaries and the services of those skilled in the pro- 
fession of social work. It strives to bring to the institu- 
tionalized care of the sick such personal and individual 
attention to the patient’s social condition, that his re- 
covery may be hastened and safeguarded, 

The physician recognizes physical symptoms and 
seeks for the underlying cause of the disease. The skilled 
social worker recognizes social symptoms of human dis- 
tress and also seeks their underlying causes, that she may 
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the more wisely help. Our large Charity hospitals and 
dispensaries shelter many who need both kinds of aid. 
The services of doctor and social worker then become 
interdependent, just as the physical and social conditions 
of the patient himself are interrelated. This interdepend- 
ence of medical and social work, not only in treatment, 
but also in seeking for causes of disease, the hospital 
social service movement is emphasizing. It seeks to find 
the common ground of medicine and sociology and to 
relate most effectively the functions of the doctor and 
social worker. 

As a 
disease is a large factor in the plight of those who become 
dependent on public and private charity. Mr. Devine 
says that inquiry into the physical condition of members 
of the families that ask for aid—without, for the moment, 
taking any other complications into account—clearly in- 
dicates that, either as the chief cause or as a complication 
due to the effect of other causes, physical disability is a 
very serious disabling condition and the cause of about 
three fourths of all of the families’ asking aid under the 
Charity Organization Society in New York. Thus, the 
lessening of disease is of importance not only for health 


~ause and also as a result of social distress, 


and comfort but for economic welfare and social progress. 
This fact makes hospital social service a particularly 
significant feature of constructive social work. As hos- 
pital problems are social as well as medical, two expert 
professions, not one alone, are needed. Yet only in the 
last few years have the medical and the social worker been 
Only within that period have they 
been able habitually to meet as experts, each teaching and 


able to aid each other. 


each learning from the other, both united to serve the 
patient and the community. 
a common ground before they can reach a mutual under- 
standing. So we find gradually developing this sym- 
pathetic interweaving of effort by two professional groups 
that for a time struggled separately with the problems of 
the sick and the dependent in the community. The social 
worker from the hospital thus acts as an interpreter for 
the doctor to his patients and as a liaison between the 
hospital and the community. 


Both groups must recognize 


_— 
Msgr. Nummey Lays Corner Stone. ' 

The corner stone of the new Mary Immaculate Hos- 
pital, Jamaica, L. I., New York, was laid by the Very Rev. 
Msgr. Thomas A. Nummey, Rector of the Church of the 
Holy Child Jesus, Richmond Hill. An elaborate program 
was presented. Refreshments were served by the ladies of 
the various auxiliaries. Special invitations were sent to 
16,000 members of the building fund. The new building, 
which has already been erected to the seventh story, will 
be the “last word” in hospital construction. The building 
and equipment will cost approximately $2,000,000. It will 
be nonsectarian in service. 

Msgr. Nummey delivered the address of welcome. A 
picture of Msgr. Nummey laying the cornerstone was 
placed in the stone. It was snapped by a newspaper man 
who brought back the finished picture in 18 minutes. 
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PREPARATION OF CALVES’ LIVER FOR 
PERNICIOUS ANEMIA DIETS! 
Thelma Tubbs, B.S., and Elizabeth Bellinger, B.S., 
Peter Bent Brigham Hospital, Boston, Mass. 

Recently there has been a great demand for the 
preparation of calves’ liver in a palatable form which can 
be fed in quantity to patients, because of the interest in 
the special diet advocated by Minot and Murphy in the 
treatment of patients with pernicious anemia. 

In preparing recipes, we have kept in mind the fact 
that the patients will have to remain on the diet at home 
after their discharge from the hospital, and the following 
recipes, which have been used at Peter Bent Brigham 
Hospital, can be prepared easily in the hospital or home 
kitchen. 

* Liver Pulp: Put raw liver through meat grinder 
several times, using the finest attachment. Add enough 
cold water to pulp to make it the consistency of heavy 
cream and strain, using a Coarse sieve or potato ricer. 
Orange juice may be taken after it. 

Broiled Liver: Dash liver in hot water, 
skin, and broil until done, or pan broil in mineral oil. 
Five minutes are generally allowed for cooking. 

Scraped or Sieved Liver: Dash liver 
and remove the skin. Broil the liver 5 to 10 
(until cooked through) and scrape through sieve, or press 
through potato ricer. 

Liver Stuffed in Green Peppers or Tomatoes: Stuff 
sieved or finely chopped liver (cooked) which has been 
moistened with tomato juice or broth, in the tomato or 
green pepper bake. Onion may be added to the 
chopped liver for flavor. One pepper or tomato will hold 
60 grams of liver. 

Liver Soup: Add 90 grams of scraped or sieved liver 
to 200 ce. of clear tomato or chicken broth with fat 
Season with onion if desired, 

(Creamed): 120 grams chopped liver, 
10 grams butter. Make white 


remove the 


hot water 
minutes 


and 


removed. 
Liver Soup 
220 ee. milk, 4 tsp. flour, 
sauce and add liver. 
PREPARATION OF LIVER FOR PATIENTS WITH 
PERNICIOUS ANEMIA. IP 
Hazel Bradburn, Student Dietitian, Barnes Hospital, 
St. Louis, Mo. 
Liver Salad or Sandwich Filling 
Liver 120 grams (cooked weight) Celery (raw) 60 grams 
Carrots (raw) 40 grams * Onion (raw) 45 grams 
Salt 5 grams 
Boil liver until tender. 
gether with the carrots, celery and onion. 
This may be 


Put through a grinder to- 
Add salt and 
mix with boiled salad dressing. served on a 
lettuce leaf as a salad or as a sandwich filling. 
Boiled Dressing 
Vinegar 20 ce. 
Water 20 ce. 
Salt 1 gram Cream 10 cc. 
Beat egg thoroughly. Add salt, sugar, 
water. Cook in a double boiler until thick 
when mixture is cool. 
Sweetbread Salad 
Sweetbreads 100 grams (cooked Gelatine 10 grams 
weight) Cold water 20 ce. 
Fresh cucumbers 20 grams Vinegar 15 ce. 


50 grams 
yar 10 grams 


vinegar and 
Add cream 


‘Reprinted from the Journal of the American Dietetic Associa- 
tion, Dec., 1926. 
*Reprint from the Journal of the 
Stanek, 1927. 


American Dietetic Associa- 
tion, 


Raw celery 20 grams Hot water 150 ce. 
Salt 2 grams 

Boil sweetbreads in 400 ce. of water to which salt has 
Dice and mix with chopped cucumber and 
cold water, add 


over other in- 


been added. 
Soften 
vinegar and 150 ce. 
gredients and mold. 


gelatine in 20 ce. of 
of hot water. Pour 
Serve with boiled salad dressing or 
mineral oil. This recipe makes 


celery. 


mayonnaise made with 
two large salads. 

Liver Salad Dressing 
Lemon juice 20 ce. 
Liver 50 grams (cooked weight) 
Onion 30 grams 
Add oil a teaspoonful at a time until 
well between 


1 egg (50 grams) 

Mineral oil 200 grams 
Salt 2 grams 

Beat egg well. 
teaspoonfuls have 
each amount. Add remainder of oil slowly, beating con- 
Last add salt, lemon juice, onion and 
liver ground fine. This recipe makes about three fourths 


five been used, beating 


stantly. minced 
of a pint of dressing. 
Omelet and Lamb’s Kidneys 
Lamb’s kidney 100 grams Milk 20 ee. 
Egg 50 grams Salt 3 grams 
Onion 25 grams Sutter 2 grams 

Separate yolk from white. To yolk add salt and milk 
and beat until thick. Beat white of egg until stiff. Fold 
into first mixture with ground onion. Butter sides and 
bottom of baking dish and pour in mixture. Cook slowly 
until omelet is delicately browned on bottom. Place in 
oven to finish cooking on top. Boil lamb’s kidney until 
tender, cut into slices and use as a garnish around the 
omelet. Onions may be left out if served as a breakfast 
dish. This recipe makes two medium-size servings. 

Baked Stuffed Tomato 
1 tomato 100 grams Celery 20 grams 
Liver 120 grams (cooked Salt 2 grams 
weight) Water 400 ee. 
Onion 15 grams 

Boil liver in until 
Remove from fire and grind the liver. 
celery and add to liver. Scoop out center of tomato, mix 
with other ingredients, add salt and stuff the mixture 
into the tomato. Bake in a slow oven until tender. This 
recipe makes one large serving. 

Creamed Cauliflower with Liver 
Cauliflower 120 grams Milk 200 grams 

(cooked weight) Flour 5 grams 
Liver 100 grams (cooked Butter 10 grams 

weight) 

Boil cauliflower until tender. 
and when well blended add milk 
Pour over cauliflower. Boil liver 
and serve as a garnish sprinkled over top of 


stock is cooked down. 


Grind onion and 


water 


Melt butter, and flour 
and stir until thick. 
until tender. Grind 
cauliflower. 
This recipe makes about two large servings. 
Liver en Casserole 

Mushrooms 25 grams 

Salt 5 grams 


Liver 120 grams 
Carrots 40 grams 
Celery 60 grams Bread crumbs 20 grams 
Onions 35 grams Water 400 ce. 

Calf, beef, or chicken liver may be used. 

Boil liver and when tender grind. Save stock in 
which liver was cooked. Chop or grind carrots, celery, 
and onions. Add diced mushrooms. Mix all ingredients 
except bread crumbs, together. Put stock in a casserole, 
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sprinkle top with bread crumbs and bake slowly until 
brown. This recipe makes four good-size servings. 
Stuffed Baked Onion 
1 large white onion Salt 2 grams 
Liver 100 grams Water 400 ce 
Celery 10 grams 
Boil liver until tender; save the stock. Grind liver 

and celery until very fine. Scoop out center of onion 
intil onion weighs 100 grams. Stuff with ground liver 
ind celery and bake slowly until onion is tender. This 
ecipe makes one large serving. 
Spanish Liver 

Rice 20 grams (dry weight) 

Water 600 ce. 


Liver 120 grams 
inion 35 grams 
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Tomatoes 150 grams Salt 4 grams 

Cover rice with 200 cc. water and cook in a double- 
boiler until soft. Boil liver in 400 ec. of water until 
tender. Cut into cubes. Dice onion. Combine all in- 
gredients and mix with stock. Let simmer until it 
thickens. This recipe makes two large servings. 

Carrot and Liver Salad 

Liver 120 grams Cabbage (raw) 50 grams 
Carrot (raw) 50 grams Salt 5 grams 

Boil liver until tender, add salt. Remove and when 
cool put through grinder. Add chopped carrots and cab- 
bage. Mix all ingredients with boiled salad -dressing. 
Serve on lettuce leaf. This recipe makes about two 
medium-size servings. 


Raphael A. Bendove, M.D., Medical Director of the Ex-Patients’ Tuberculosis Home, Denver, Colo. 


W own all the progress that medicine has made in the 
last decades, it has as yet found no remedy completely 
etticacious to eradicate tuberculosis. Fresh air, good nour- 
shment, and rest are still the most effective trinity in the 
proper treatment of this disease; and only a small per- 
centage of tuberculous cases are amenable to therapeutic 
pneumothorax or surgical treatment. Indeed, in the great 
majority of cases of tuberculosis, it is more a problem of 
readjustment to a new mode of living, regulated by ade- 
quate medical advice. From this point of view the proper 
care of the tuberculous belongs as much to the realm of 
social economies as to the domain of medicine, and the 
solution of our problem may be found only in the close and 
true cooperation of both of these factors. 


Do the tuberculous sanatoriums answer these require- 
ments? Any impartial phthisiologist or worker in tuber- 
culosis will admit the woeful failure of tuberculosis sana- 
toriums to solve the many-sided tuberculosis problem. To 
summarize the function of a tuberculosis sanatorium, one 
might say that it tides the patient over the first trying 
period of the disease. However, when the patient passes 
the danger line of the disease, it does not mean at all that 
he is cured of it. Tuberculosis is not like an acute pul- 
monary disease which leaves no visible vestige of itself 
once it is over, for even when it is healing it usually leaves 
a permanent stigma in the lungs, and the danger is always 
to be considered of a potential source of reinfection and 
relapse. We are amazed to see that the great majority of 
the patients in tuberculosis sanatoriums are “repeaters,” 
that is, patients who have been previously discharged from 
institutions as quiescent or arrested cases, fit to take care 
of themselves, but after a few months or weeks of work 
they break down again, and being, as a rule, financially 
dependent, they have to seek readmission to a tuberculosis 
institution. 

J. A. Whitney, statistician of the National Tuberculo- 
sis Association, inquiring into the histories of 5,586 
patients discharged in 1920, found that only 44 per cent 
returned reports; of these patients that had been traced, 
about 26 per cent were dead at the end of one year after 
discharge from the tuberculosis institutions. Many other 
sanatoria have traced the post-sanatorium histories of 
their patients and found that only about 50 per cent were 
alive five years after discharge, and only about half of 
these were able to work. These figures teach us that the 
heavy millions spent annually in tuberculosis sanatoria all 
over the country give comparatively slight returns. 

We do not mean to imply that tuberculosis sanatoria 


 ‘tRead at the joint meeting of the Colorado Hospital Associa- 
tion and the Catholic Hospital Association of Colorado at Colo- 
rado Springs, Colorado, Sept. 23, 1926. 


are unnecessary institutions. They are indispensable for 
the proper treatment and care of the tuberculous, but their 
value is not to be overestimated, and the patient is to be 
made to understand that he comes there to get well, but 
not to get cured. He or she will have to continue the cure 
a long, long time after leaving the sanatorium, only the 
time and mode will have to be modified continually accord- 
ing to the altered conditions of the individual. 

When a patient is admitted to a tuberculosis sana- 
torium, he is hospitalized for a while, and later put on 
slight exercises, graded carefully by the physician. These 
physical exercises are of great therapeutic value, after the 
period of hospitalization, because constant rest for too long 
a period of time leads to the habit of laziness, which breeds 
discontent and also lowers the resistance to the tuberculous 
process. The necessity of graded physical exercise as a 
part of the rest cure in pulmonary tuberculosis has long 
been recognized by all experienced workers in this field, 
and it has been instituted in every modern sanatorium. 
However, when the lesion becomes apparently quiescent 
and the patient is ambulant most of the time, the necessity 
of controlling his “curing” by adequately regulating his 
hours of work and rest is too often lost sight of, though 
medical supervision at this stage of the disease is of utmost 
importance. In many sanatoria the apparently arrested 
or quiescent case is usually discharged under the belief 
that he is able to work and resume responsibilities of life. 
That this is not the proper way of treating the tuberenlous 
has been proved time and time again. 

In the closing days of Congress of this year, legisla- 
tion was passed awarding $50 a month to ex-service men 
who have had tuberculosis to a compensable degree which 
has since been arrested. Testimony was presented before 
the House committee, having this legislation in charge, to 
show that ex-service men suffering from tuberculosis were 
compelled to return again and again to Veterans’ Bureau 
hospitals, even though the disease responded favorably to 
care and treatment, and in many cases the tuberculosis 
was judged to have been arrested. 

What is true of the ex-service tubercular men is true 
of all tuberculous cases. The great majority of these 
so-called “cured” cases break down shortly after their dis- 
charge from the sanatorium unless they are financially in- 
dependent and are able to continue their “cure” at their 
own expense. But what is the poor patient to do when he 
is discharged from the sanatorium? He has to work and 
support himself and perhaps also his family, and is surely 
doomed to a relapse as the aforementioned post-sanatorium 
statistics prove. 

Is it not a crime then to discharge patients at this 
stage of the disease, in a half-invalid condition as far as 
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assuming responsibilities of life is concerned? Anyone 
acquainted with this problem will agree with Dr. Waring, 
who states that it is utterly foolish to assist in a man’s re- 
covery of a certain measure of health and then turn him 
loose, half-sick, half-well, to run the gauntlet of a host of 
dangers.” “To help him to get well and not to show him 
how to stay well is to leave the job half finished.” Tuber- 
culosis is rarely cured, it remains latent in the lungs, and 
its flareups depends mostly on the conditions into which 
the patient is thrown after the discharge from the sana- 
torium. 

The necessity for post-sanatorium care of the tubercu- 
lous patient is thus self-evident, the question that natur- 
ally arises is, which would be the best method? Many 
measures have been adopted, but none of them have proved 
efficacious. In many cities, tuberculosis dispensaries have 
been established which try to continue the work of the 
tuberculosis sanatoria. Many charitable organizations try 
to assist and relieve the economic burden of such dis- 
charged patients. Many visiting nurses keep a vigilant 
eye on the hygienic surroundings of these sanatorium 
graduates and insist upon periodic medical examinations 
in the dispensaries. But all these efforts, praiseworthy as 
they may be, have failed to save these patients from re- 
lapses, and sooner or later they found it necessary to re- 
enter a tuberculosis institution. 

The history of the Ex-Patients’ Tubercular Home sali- 
ently reflects the life-long tragic struggle of the tuberculous 
patient. It was first organized as an “Aid Association for 
the Ex-Patients of Denver Sanatoriums,” and its purpose 
was to assist financially those indigent patients who had 
been discharged from tuberculous sanatoria in a fair con- 
dition of health, so as to make it possible for them to earn 
a livelihood. This method was soon found to be inade- 
quate; their health did not permit them to run the same 


pace as the healthy ones did, and they soon collapsed under 


A home was 
and 


the mental, physical, and economic strain. 
then established to give shelter to these ex-patients 
allow them unlimited time for recuperation, hoping that 
this would answer the purpose for the few at least, who 
could be admitted. But a new problem was faced later; 
whereas those patients who were in a stage of incurability 
had been happy to find a home in which to live in peace 
their last few years, those young patients whose energy 
and ambition to produce was still glowing, became tired of 
being indefinitely invalided without any hope and outlook 
for a better future. 

it should be stated frankly that opinions often ex- 
pressed about tuberculous patients that they become insti- 
vutionalized, which renders them lazy and hypochondriae 
are grossly exaggerated. Only an insignificant minority 
become actually lazy, lose self-respect and consider this 
dreadful disease as only the means to exact from an insti- 
tution three meals a day and a bed to sleep in. But the 
great majority of tuberculous patients are human; they 
still look forward to what their future may bring. The 
following incident is very characteristic. I examined a 
patient the other day and found his condition markedly 
improved. I told him so, but advised him to remain in 
our institution a few months more. He was glad to hear 
about the improvement of his condition but was reluctant 
about staying any longer in the home. 

“You know, Doctor,” he said, “my condition was 
much worse a few months ago. Still I had much more 
ambition to go out and work, I fear that the prolonged 
‘curing’ saps my mental energy and makes me lazy. Of 
course, I am glad to remain in the home, but I wonder 
whether you could give me suitable work for the few hours 
a dav that I am able to put in without injuring my 
health.” 
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This young patient has offered the most practical and 
effective solution of the tuberculosis problem. Give the 
patient suitable work for the few hours a day that his con 
dition permits, and give him a chance to convalesce at the 
same time. Proper rest and work are mutually beneficial 
for an ultimate recovery and complete rehabilitation. 

Going carefully into the history of our patients, | 
found that many of these patients have attempted and re 
attempted to work, but with each relapse, which inevitably 
came after one or several months of labor, the fear of 
physical effort grew greater. Still they were willing to 
make an attempt if only they could find work which their 
physical limitation would allow. 

It was this that led the institution to consider the 
establishment of an industrial department which would 
afford employment to the patients, under adequate medica! 
supervision. Each patient will thus be under proper 
modified rest and modified regimen of life, the number of 
working hours which he is to put in a day are not to exceed 
his physical limitations. 


This industrial department is unfortunately still very 
small and the work at present consists of fancy leather 
goods. The work is light, requires little exertion, is easy 
to learn and is remunerative. In time, other avenues of in- 
dustry suitable for tuberculous patients will be established. 


If is rather amazing that with such an exuberance of 
tuberculosis sanatoriums all over the United States, there 
are so few institutions for post-sanatorium care of the 
tuberculous, notwithstanding the fact that many of the 
conscientious workers in tuberculosis have realized the in- 
dispensability of such institutions. The few post-sana- 
torium institutions for the rehabilitation of the tubercu- 
lous can be counted on the fingers. The Brown pottery 
works in California, the Altro and Beco Shops in New 
York City, the Hammered Silver Plate at Gaylord Farm, 
the Standard Oil Company Sanatorium and its units, and 
a few others of minor importance. It seems that the 
social workers, the Tuberculosis Association, and the hos- 
pital associations should with combined efforts work in 
this direction, to establish at least one industrial institu- 
tion in each state under adequate medical supervision for 
the post-sanatorium care of the tuberculous. 


The problem of handling tuberculous cases success- 
fuily is tremendous both from the sociological and medicai 
point of view. If we attempt merely to prolong life or to 
make patients comfortable, then tuberculosis sanatoriums 
alone will suffice, but if we want to change nonproducers 
into producers, medical industrial institutions for post- 
sanatorium care of tuberculosis patients are essential.2 


2Since the presentation of this paper, the rehabilita- 
tion system of the institution has expanded a great deal. 
The work is at present divided into four phases. (1) The 
Industrial Department consisting of fancy leather goods, 
such as billfolds, ladies’ bags, pocket books, cigarette cases, 
etc. The patients work from one to five hours a day and 
receive remuneration accordingly. (2) Poultry Farm and 
Hatchery, which gives the patients a chance to have “em- 
ployment in the open air.” Here the patients work on a 
share basis, the number of shares corresponding to the 
number of hours of work the patients can put in. This 
enables them not only to acquire a new vocation but also 
to accumulate a small capital before they leave the place 
in improved condition. (3) Patient-Employees, giving an 
opportunity to the patient to work part time in the insti- 
tution itself, to be trained gradually into a new profession; 
nursing, X-ray work, etc. (4) School. Certain young 
patients had to interrupt their schooling or college courses 
when they were found to be suffering from pulmonary 
tuberculosis. It is the policy of the institution to encour- 
age such patients to complete their college courses while 
they are still at the home, to learn their professions to 
which they are mostly inclined. 








The Public-Health Nurse Makes Hospital Service 
Effective 





Mrs. Kathryn Schulkin, Superintendent, Instructive Visiting Nurses’ Association, Denver, Colo. 


Ax UNDERSTANDING of all health service in a 
ommunity is necessary for good teamwork and this is the 
basis for cooperation and mutual satisfaction. This is 
particularly true of the relationship between hospital, 
doctor, and public-health nurse. Each has a distinct 
responsibility to the patient and each serves better if the 
services are mutually understood, as they relate to the gen- 
eral health program. 

The health plan of an individual or family is based 
yn its medical needs. The determining of these needs is 
the responsibility of the doctor. Upon the public-health 
nurse depends the carrying out of a health plan in the 
home which includes not only the curative but the preven- 
tive and health-promotive aspects. The hospital should 
stand ready to admit patients whose program for health is 
so elaborate that the simple home measures are inadequate, 
also those patients who require complicated, scientific pro- 
cedures which can be carried out only in the hospital. 

Admission to Hospital and Dismissal 

From the clinical standpoint the doctor is the person 
to determine the patient’s need for admission to the hos- 
pital. But from the family health standpoint the public- 
health nurse, because of her knowledge of home conditions, 
should be considered a very important factor in this deter- 
mining of the patient’s ultimate needs. 

It is through the public-health nurse that early dis- 
missals as well as early admissions of any hospital might 
well be regulated. Through a close affiliation with public- 
health nurses many cases could have had an earlier dis- 
missal date, because of the supplementary nursing in the 
homes, with accurate reporting back to hospital author- 
ities, of the progress of the patient. 

For example: Surgical cases needing long-continued 
post-operative dressings or treatments, and medical cases 
such as diabetics and cardiacs needing medication and 
dietary supervision. Many unnecessary admissions to 
hospitals might well be eliminated by more effective use 
of the public-health nurse. From an economic standpoint, 
many minor illnesses and illnesses of short duration 
should not occupy hospital beds to the exclusion of 
patients needing urgent hospital care. According tu many 
leading obstetricians all primiparae should be delivered in 
hospitals, but all normal multiparae with histories of 
previous normal pregnancies, should remain at home if 
the economie situation warrants home delivery. (1 am 
speaking now from the community standpoint and of the 
underprivileged cases.) 

Through the contact in the home the public-health 
nurse has the opportunity of referring patients for hos- 
pital care early in their illnesses; she also feeds the out- 
patient departments of hospitals, and is the means of 
keeping the family and patient interested enough to con- 
tinue clinie attendance and to carry out orders received. 

A public-health nurse should request hospitalization 
for a patient only when there is a need and the coopera- 
tion between these two agencies, never forgetting that the 
doctor is the dictator, should be so close that her request 
may be granted at once. This is especially true in cases 
of typhoid, pneumonia, and some of the other acute com- 
municable diseases, also in many infant-feeding cases. 

More and more public-health departments are depend- 
ing on nurses for a large part of a well-rounded health 
program. This fact has been brought out by the appro- 
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priation, in recent model health plans, of one third of the 
budget for the support of a public-health-nursing division. 
Ethics of Public-Health Nursing 

I cannot let an opportunity like this pass without 
speaking of the ethics of the public-health nurse in rela- 
tion to the hospital and to the doctor. Most public heal th- 
nursing agencies are directed by a medical advisory board 
which sets professional standards and acts as a supreme 
court in professional problems. 

A visiting nurse is never allowed to continue on a 
case of illness without a recognized physician directing the 
medical care, and to whom she looks for orders of the indi- 
vidual patient. Neither a patient nor any member of the 
family is referred to the outpatient clinic or hospital with 
out first consulting the family doctor. We observe all the 
ethical requirements known to the nursing profession and 
have created a few of our own, for we are considered too 
often as unattached to any professional organization. 

The evolution of public-health nursing has been 
brought about so rapidly that it isn’t easy for other health 
groups to keep informed of our progress. In the early 
days of visiting nursing, the chief emphasis was placed on 
giving good nursing care to the sick poor in their homes 
and while this still plays a major part in the program, 
visiting nurses are now organized to give care to any 
patient who can be served on a visit basis regardless of 
their financial status. We charge patients according to 
their means and their nursing needs, and every visit paid 
for increases our efficiency to the community. 

The responsibility that is now placed on visiting 
nurses is much greater than in the past, for they are now 
concerned with first giving the best nursing care possible 
to the sick in their own homes, second with using every 
available means to procure sound health for every member 
of the family. 

Health Nurses’ Problems 

In almost every home a visiting nurse enters she finds 
a family situation ‘complicated by illness and an oppor 
tunity for constructive health work. ler first duty is to 
nurse the sick which includes not only actual nursing care 
but also the organization of the entire household for sick 
ness. This often means procuring adequate care for the 
children and teaching some responsible person how to care 
for the patient during the nurse’s absence. Many of the 
fundamental laws of health and hygiene are most simply 
and directly taught both to the family and the neighbor 
hood through practical demonstration in the care of the 
acutely ill. 

The extension of the province of visiting nursing from 
individual to family, from sickness to constructive health 
work, can best be understood through illustrations. Mr. 
and Mrs. B. and seven children lived in a down-town dis 
trict in two rooms. On entering the home eighteen 
months ago the nurse found the mother and three children 
ill in one bed and a 13-year-old boy very ill with tempera- 
ture of 103° on gunny sacks back of the kitchen stove. No 
physician had been called. After taking the temperature 
of each sick individual, the nurse went to a phone and 
called a physician. She then returned to the patients to 
give the best nursing care possible under such cireum- 
stances with practically no equipment in the home. She 
went to the neighbors and borrowed a sanitary couch 
which was put up for the two children. 
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By the time all this had been done, with the help of 
the 15-year-old daughter Mary, the doctor had arrived and 
immediately sent John, the 13-year-old boy, to the hospital 
with pneumonia. The nurse gave further instructions to 
Mary, as now she had orders from her physician, as to 
what was to be done for the mother and three little ones 
until her return the next day. On the nurse’s routine 
visit to the office that afternoon, she phoned friends of the 
Visiting Nurse Association for additional beds and bed- 
ding for this family. On her arrival next morning slie 
found two children’s beds with adequate bedding. These 
beds she placed at the best advantage for light and venti- 
lation and transferred the children to them. 

It was necessary for the nurse to make two visits daily 
for a week in this home. The members of the family who 
had stayed at home made uneventful recoveries, and the 
very day John was brought home from the hospital Mr. B. 
was brought home from his work at the packing plant with 
pneumonia. He absolutely refused hospitalization, but 
fortunately Mary had grasped the teaching of the nurse 
and gave excellent care to her father with the help of the 
nurse, who again had to make two visits a day. 

When Mr. B. became ill the income of the family 
ceased, but in spite of the stress of lack of funds the family 
refused to let the nurse refer them to a material relief 
ageney and then it was that the nurse found that an older 
son, Jerry, was working as a shipping clerk in the city but 
living away from home as he felt himself too good for the 
family. 

The nurse phoned Jerry and asked him to come and 
talk to her at the visiting-nurse office. She appealed to 
his better side, made him understand that it was her hope 
and aim t@ get this family moved into a better neighbor- 
hood and their standard of living raised. To do this she 
needed his help and in a subtle way she told him he would 
never be any better than his parents and brothers and 
sisters. So it was agreed that he would pay the grocery 
bill during his father’s illness and would return home if 
we could get the family moved into better quarters. The 
nurse had a big job on her hands during all this acute ill- 
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ness but her task had really only begun as there was so 
much left still to do to procure positive health for this 
family. 

One of the first observations of the nurse was that 
Mary was undernourished and undeveloped and following 
the strain of caring for other members of the family, she 
was very run down. She was taken to the tuberculosis 
dispensary for thorough examination; there she was pro- 
nounced a tuberculosis suspect. Rest and good food were 
ordered for her. The nurse was able to send her to a sum- 
mer camp for two weeks but on her return it was almost 
impossible for her to live a sanitarium routine in this 
home. From the beginning the nurse had been talking 
moving to the family and it was only now that the father 
and mother consented to do so. They found a five-room 
house with sleeping-porch and a yard. The rent was 
higher, but the father had had a raise and with Jerry 
returning home and willing to pay his share of the ex- 
penses, they felt they could make a go of it. 

It was slow progress to have a physical examination 
for this entire family, but eventually the nurse did this. 
It was necessary to have tonsillectomies on two children 
and this was arranged at a small expense to the family 
through the Colorado General Hospital outpatient dis- 
pensary. One little girl, Gladys, had crossed eyes and 
glasses were procured to correct them. 

During this time the nurse has been in close touch 
with the family, instructing the mother about diet, rest, 
fresh air, and hygiene for her entire family. Jerry is 
living at home and judging from what he tells the nurse, 
he is quite happy in his home life. Mary is up to weight 
and active in high-school life. All the smaller children 
are up to weight and their physical defects have been cor- 
rected. Mr. B. has a much brighter outlook on life and 
likes his better job with more money. Following his at- 
tack of pneumonia he had rheumatism and the nurse took 
him to a dental clinic at the doctor’s recommendation. 
His teeth were treated and pulled; this cleared up his dis- 
position as well as his rheumatism. 


Personality 


Edward F. Garesché, S.J. 


a HERE is an undeniable something which we call per- 
sonality, that enters into and deeply affects all that we do. 
It is not any one quality which we possess that makes up 
our personality, but rather the whole compound of us so 
to say, our sympathies, our interests, our past experiences, 
our enthusiasms, our desires, our tendernesses, even our 
faults, and our shortcomings, color and influence all that 


we do. 

All of us have a power of perceiving personality, of 
estimating it, which seems in part to be instinctive, and 
partly the result of experience. By expressions of coun- 
tenance, by looks as well as words, by the whole exterior 
by which the individual’s interior self is shadowed forth 
we judge of each one’s personality as we meet the various 
characters with whom we have to deal in the course of 
busy days. Sometimes indeed we are mistaken in our 
estimate and form false notions of the personality of 
others, either to their favor or disfavor. But everyone 
else’s personality as we conceive it influences us powerfully 
and our own, as others estimate it, has a corresponding in- 
fluence upon them. 

In the sense which we mean, personality is to some 
degree born with us. Certain impulses, powers, degrees 
of sympathy, a vigor of the will, a tendency to divers ways 


of action, all these are innate, so to say, and begin to show 
themselves in us sometimes without our being aware of 
their existence. But other elements of personality may 
be cultivated and acquired, and even the tendencies which 
are born in us may be greatly modified by the action of 
the will, which has at least a politie domain over the whole 
of our complex microcosm. 

Professional folk in particular should be concerned 
about the influence of their personality on others, because 
with them in a special way success or failure depends upon 
the impression they make upon those who come to them 
for aid. Those who follow other pursuits, men who live 
by handicraft or art or letters, and do not depend upon 
personal contact with others for their influence or service, 
need not be so solicitous as to the direct effect of their 
personality, because they appeal to others through the 
product of their skill or art rather than by immediate 
contact. Those who are continually dealing directly with 
their patients or clients constantly profit by or suffer from 
the influence for good or evil which their personality 
exerts upon others. 

Since the influence which we usually describe by this 
term “personality” results from the complicated mixture 
of all one’s qualities, it is clear enough that it includes 






























also the effect even of exterior appearance, of mannerisms, 
disagreeable or otherwise, of expression, of ways of speak- 
ing and so on. Indeed, since these things are so easily 
perceived and estimated, since they leap, so to say, at the 
senses of the beholder, it is these external appearances 
which most influence many persons, and it is these that 
professional folk would sometimes do well specially to 
study when they are bent on bettering the influence of 
their personality. 

Sometimes individuals are made aware that they have 
certain characteristic ways of action which are very dis- 
agreeable to others or which at least tend to give offense. 
Some characters at once set about correcting these faults 
or shortcomings, attend to them specially, try to practice 
the virtues which are diametrically opposed to them, in a 
word endeavor to alter for the better these elements in 
their personality. In such a case surely, virtue is its own 
reward. The acquired good qualities are sometimes surer, 
more ingratiating than their natural equivalents in more 
favored characters. The things that were repulsive and 
antagonistic to others disappear, and in their place are 
cultivated elements of character and personality which 
attract others, win their confidence, encourage their 
esteem. 

On the other hand, those who even after they have 
received due notice of their disagreeable characteristics 
still continue to indulge them at the expense of others, and 
neglect to endeavor to reform, so to say, the bad elements 
of their personality, find themselves punished in a curi- 
ously effective fashion by the half-voluntary reactions of 
others to the objectionable characteristics in question. 
The punishment not only fits the crime with singular pre- 
cision, but is the effect of the crime, the precise degree of 
avoidance or dislike in question being duly caused by the 
unpleasant traits which have been indulged and not cor- 
rected. Who has not seen examples of professional folk 
who were skilled, learned, had all the other elements of 
great success, but whom disagreeable traits of character 
which they had omitted to try to moderate—bad temper, 
a domineering manner, discourteousness, want of tact, 
slovenly habits, arrogance—have cheated of their success 
and kept in comparative failure. 

For the young, therefore, in particular, but for older 
folk also it is more than worth while to keep forever fight- 
ing against these disagreeable exterior characteristics. 
The young can overcome them more readily, but such is 
the power of the human will that at any age it can mod- 
erate by its persistent resolve and striving any of these ele- 
ments of personality. Better late than never is a maxim 
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pointedly appropriate in regard to the improving of a 
disagreeable personality. 

As to the more inward and secret faults, these also 
manifest themselves in a strangely persistent fashion in 
outward actions. Pride, sensuality, sloth, selfishness, 
carried to an inordinate and wicked excess, covetousness, 
envy, all the seven deadly sins can warp and twist the fibre 
of personality. Bad inward motives are not so immediately 
perceived as external vices, but they betray themselves in 
actions, and exert an insensible influence on others. Dis- 
simulation and hypocrisy can go far in disguising them 
but the only prudence either for earth or heaven is to 
subdue them, to root them out and conquer them, or, if 
human effort cannot reach so far, at least to prune them 
strictly and keep them cut to the quick lest they bud and 
blossom to ruin. 

It is a curious fact that two of the most practical and 
sagacious of men, living at very different epochs and in- 
spired by quite different principles and standards seem to 
have devised the same means, exceedingly effective, for the 
improving of personality by the subduing of natural vices 
and imperfections both interior and exterior. Though the 
technic, so to call it, of their method may not commend 
itself to all who are desirous to better their personality, the 
basic idea is so sound and so much in accord with psychol- 
ogy that it is valuable to everyone. 

In his book of the “Spiritual Exercises,” St. Ignatius of 
Loyola, and in his “Autobiography,” Benjamin Franklin, 
each proposes this method. Mark off, they say, on the leaf of 
a notebook, two lines for each day of a week, one for the 
record of the morning’s efforts, one for those cf the after- 
noon. Then select some fault to be the object of particu- 
lar effort, and begin the day with a strong resolve to com- 
bat it that day. At noon examine how often you have 
yielded to the fault in question, and mark down in the 
notebook the number of yieldings, making a fresh resolve 
to get the better of the bad habit during the ensuing half 
day. So from day to day the definite effort is continued 
against the special and single bad quality, and St. Ignatius 
and Benjamin Franklin both, so far as I remember, recom- 
mend that the lines drawn in the notebook be drawn of 
diminishing lengths from the beginning to the end of the 
week, to match the diminishing number of faults to be 
recorded. 

Here then is a method of improving one’s personality 
approved by the experience of the ages. We may be justi 
fied in shrewdly suspecting that the wise Franklin bor- 
rowed it either directly or in a roundabout way from St. 

Ignatius, but even in that case his adoption of it is the 
sincerest commendation. And whether we ourselves em- 
ploy that method or use some other means of rooting out 
the disagreeable features in our personality and implant- 
ing good ones in their place we shall do well somehow to 
achieve the business. For the truth remains that among 
the most vital elements of professional success or failure 


is personality. 


Diplomas Awarded to 19 Nurses. On May 10, gradua- 
tion day at Hotel-Dieu of St. Joseph, Windsor, Ont., 
Canada, Mass was celebrated for the graduates at 8 a. m., 
followed by a sermon given by Rev. Father Pitre. Break- 
fast was served and the nurses had a free day. At 6 p.m 
a banquet was given at the hospital for the graduating 
class, officers of the medical staff, the mayor, and several 
priests. Nineteen nurses were presented with diplomas by 
the Very Rev. Dean Laurendeau, who also presented three 
nurses with gold medals for highest marks; one for 
surgery, one for obstetrics, and another for otorhinolaryn- 
gology. Rev. Father Pickett delivered the baccalaureate 
address. The remainder of the program consisted of 
overtures, vocal selections, addresses, violin solos, and 
vocal solos. 


















St. Mary’s Hospital in Nebraska City Opened 























ST. MARY’S HOSPITAL, NEBRASKA CITY, NEBR. 


The new hospital in Nebraska City, Nebr., was opened 
in February by a three days’ celebration. The hospital is 
in charge of the Sisters of St. Francis from Maryville, 
Mo. The spiritual director of the Sisters, Rt. Rey. Abbott 
Philip Ruggle, O.S.B., of Conception, Mo., was delegated 
by Rt. Rev. Francis J. L. Beckman, bishop of Lincoln, to 
bless the new hospital. This took place at 10 o’clock a. M. 
February 9. The Solemn High Mass was sung by Rt. 
Rev. Msgr. B. Sinne of Omaha, Nebr. Fifteen other 
priests from the vicinity and from St. Joseph, Mo., were 
present. A touching sermon was given by Rt. Rev. Philip 
Ruggle, O.S.B., who took for his text, “A man went down 
from Jerusalem to Jericho.” The choir from St. Mary’s 
Church furnished the singing and music. At the end, the 
impressive, “Holy God.” was sung by ali present. The 
chapel being small only a few friends and benefactors 
could be present and the blessing was considered as a 
private church blessing. 

The Altar Society of St. Mary’s Parish prepared and 
served a dinner for the clergy, architect, contractors, and 
the leading men of the hospital committee. They also 
served the twelve Sisters and their mother general in 
their private diningroom. 

On the following Sunday, Feb. 13, held open 
house for the public, from 2 to 5 pvp. m. Though the 
were directed and shown 
] 


ié 


was 


weather was inclement, crowds 
through the new building by a reception committee max 
up of the leading business men of the city. The ladies 
After 2,000 had 
registered this was given up as a crowd taking up a length 
of two blocks was waiting to enter, and it was raining. 


held a registry in the office and parlor. 


On Monday, Feb. 14, the hospital began to receive 
patients. On the same evening at 8 o’clock a meeting of 
the Otoe County Medical Society was held at the hospital. 
They had as guests, prominent physicians and surgeons 
from Omaha and Lincoln, Nebr. Also a committee of the 
Maryville Hospital staff was invited, but on account of 
bad roads they could not be present. The doctors from 


Lineoln and Omaha were surprised to see the up-to-date 
building and equipment, but stil] more surprised at the 
number of patients already in the hospital. 


One physi- 
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cian made the remark, “Open only one day, and it seems 
as if you had been running for a year.” 

The Hospital is modern throughout. The equipment 
is the latest of its kind and was put in at a cost of $15,000. 
Most of the rooms were furnished by citizens of Nebraska 
City as the neat, brass doorplates testify. The building 
is four stories and a full-size basement, and is fireproof 
in construction. In the basement is the general kitchen 
and diet kitchen, the Sisters’ and guests’ diningroom, 
storerooms, assembly room, laundry, and boiler rooms. 
The first floor has, besides the office, a reception room and 
The floor 


The third floor is for obstetrics and chil- 


nine patients’ rooms. second has_ twelve 
patients’ rooms. 
It has a well-equipped delivery room, a nursery, 
and a children’s ward. Each floor has a chartroom and 
diet kitchen, All the 
diet kitchens are equipped with electric refrigeration. 
The fourth floor has the chapel, Sisters’ sleeping rooms, 
A push- 
button passenger elevator connects the floors, and a dumb 
elevator connects the diet kitchens. The silent light sys- 


A house phone connects all the 


dren. 


toilet, bathrooms and linenroom. 
operating rooms, laboratory, and X-ray rooms. 


tem is used for signaling. 
departments. The hospital at present has forty beds up 
for patients, six in the children’s wards, and four in the 
nursery, making a total of fifty beds for patients. Among 
the Sisters are a laboratory technician, X-ray technician, 
dietitian and a surgical technician. Each department is 
supervised by a Sister. ; 

The Nebraska City people have just reason to be 
proud of the new hospital. They feel it is their hospital, 
for they contributed one-half of the $150,000 the building 
cost. That this beautiful, modern fifty-bed hospital was 
made possible in a town of less than 10,000 inhabitants 
was largely due to the influence that Very Rey. Theo. 
Saurer, C.P.P.S. has over the people, Protestants and 
Catholics alike. The Chamber of Commerce looked to 
him for endorsement of a plan to raise $75,000 in a cam- 
paign toward the building of a hospital, and they “went 


over the top.” 























Mercy Hospital, Nampa, Idaho 

















MERCY HOSPITAL, 


Mercy Hospital, located at Nampa, Idaho, has been 
in operation now only seven years; in that time, however, 
it has achieved much. The institution is in charge of the 
Sisters of Mercy, whose motherhouse for this state is in 


Pocatello. 


The hospital, modern in every way, and fireproof 


throughout, contains thirty-five beds. In the basement 
of the institution are nurses’ and Sisters’ quarters, the 
On the first floor are 
The 


and 


kitchen, laundry, and boiler rooms. 
the offices, parlors, patients’ rooms, and wards. 

western section of this floor consists of the nursery 
the obstetrical division. On the second floor, besides the 
patients’ rooms and wards, there is the X-ray room and 
the surgical division. Entering the surgery one sees the 


doctors’ dressing rooms, a sterilizing room, a scrubroom, 
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and the large and commodious major and minor operating 
rooms, 

A novel feature about the Mercy Hospital is the two 
beautiful sun parlors—one on the east side of each floor— 
where convalescing patients may rest and enjoy the fresh 
air and sunlight. 

The hospital is so arranged that additions may be 
made easily. And if the growth of Nampa be taken as a 
criterion, there will be in a very few years a larger Mercy 
Hospital. 

In conjunction with the hospital there is an accred- 
ited school for nurses. At the present writing there are 
fourteen students in training. Theoretical and practical 
knowledge is imparted to these students by the Sisters 


and by a very efficient staff of twelve doctors. 
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IN FRONT OF THE CANNAS ON THE 
GROUNDS OF MERCY HOSPITAL, 
NAMPA, IDAHO. 
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THE INTERNATIONAL CATHOLIC GUILD OF 
NURSES 

It is now about three years since the first meeting of 
the International Catholic Guild of Nurses. The Conven- 
tion which approved the first outlines of the constitution 
was held in June, 1925. At that time no one could foresee 
just what the best plan of organization would be, but a 
tentative plan was adopted to be tried out and perfected 
by the test of experience. Since that time the Guild has 
gone forward and prospered to a degree which has ex- 
ceeded expectations and it promises with the help of 
Providence to develop into an influence for good in the 
nursing world, whose benefits it is difficult to estimate. 
It will still require a great deal of self-sacrifice and of 
faith, hope, and charity as well, before the Guild will 
reach its rightful efficiency. 

For the first two years of its existence the Guild was 
content to acquire membership among individuals, without 
endeavoring to organize local groups for its members. 
After the last convention, however, the work of organiz- 
ing those local groups began and in the space of one year, 
extraordinary progress has been made. Already some 
twenty chapters have been organized, or are almost com- 
plete in their organization and we publish herewith a 
directory of the names and addresses of the presidents and 
secretaries of these chapters. 

The chapters of the Guild are not distinct organiza- 
tions. They are merely groups of the international mem- 
bers. The only membership in the Guild is the inter- 
national, given from the international headquarters. The 
Guild chapter is only another name for the Guild group. 
Wherever therefore, three or more members of the Guild 
happen to reside, a chapter or group exists there and it 
may be organized by any one of the members calling a 
meeting at which the local officers are elected and the 
usual constitution employed by the chapters is adopted. 
This constitution gives directions for the local work of 
the chapter, and for its cooperation with the international 
headquarters. 

While the group or chapter in each city is carrying 
on its activities, the international headquarters of the 
Guild is busy planning and working for the general wel- 
fare of the members. The international executive secre- 
tary, a salaried officer, with her assistants, conducts cor- 
respondence with the members, launches new activities, 
and carries out the suggestions of the general spiritual 
director and the international officers for the welfare of 
the Guild. 

Three notable activities are now on foot, the first 
is the drive for an endowment fund for the international 
headquarters which is being carried on with very good 
prospects of success. The second is the Guild pilgrimage, 
announced in a previous issue of HOSPITAL PROGRESS, 
and which leaves New York on the steamship Leviathan, 
the greatest of ocean-going vessels and the flagship of 
the United States fleet, to make a tour of the sacred and 
historical spots in beautiful France, Switzerland, and 
Italy, spending some days each in Paris, Rome, and 
Lourdes, besides visiting Lisieux, Paray-le-Monial, Geneva, 
Milan, Padua, Venice, Florence, Assisi, Genoa, Nice, Monte 
Carlo, Mentone, Nimes, Caen, and Cherbourg, and return- 
ing to New York, September 26. 

The entire cost of this pilgrimage is $442 which in- 
cludes all expenses from New York to New York. The 
third enterprise now under discussion by the Guild is the 
group-insurance plan which will result in great personal 
advantage to the individual members and also notable help 
to the International Guild and its local chapters. The 
following letter was recently sent out to all the members. 
It will be noticed that no insurance company is mentioned 
in this letter and the Guild is perfectly free to accept 
offers from any company which can better the terms 
described, which were offered by one of the most reliable 
of the life-insurance companies which has been specializ- 
ing in group insurance. 


Dear Member: 

At the 1926 annual meeting of the Guild in Chicago, a paper 
on the possibilities of group insurance for all members was pre 
sented. Subsequently Father Garesché appointed a committee to 
go into the subject further. 

The enclosed plan is the result of a very careful search in 
the insurance field to find the best plan which could be offered. 
The following plan can be placed through one of the old conserv 
ative insurance companies, hence we feel fortunate in securing 
such extraordinarily favorable terms. 

The unusual point in the arrangement is that no medical 
examination is necessary (except in Colorado and Massachusetts, 
where the state law rules otherwise) nor is the rate a cent higher 
for those who are engaged in the nursing of mental cases or com 
municable disease work. This is not true of any other insur 
ance we were able to secure. Indeed, as you will see by the 
detailed rates given elsewhere in this letter, the rates are as low 
as any securable under the participating plan and great flexi- 
bility is possible, in that ordinary life, 20-payment life, 20- or 25- 
year endowment are all available, as well as double indemnity 
in case of death by accident. This insurance also gives the in 
sured the privilege of withdrawing the paid-up cash value, apply- 
ing the cash value to the payment of subsequent premiums, ete.., 
as is possible with any good policy. 

The disability provision insures that 
abled through accident or sickness so 
continue her vocation will receive after six 
a certain amount per month for each $1,000 
premiums® are waived from that time on, that is without further 
payments so that her insurance remains in force until death or 
maturity, when the full face value is paid to her or to the person 
she designates. 

Because of the great risk incurred by a company in insuring 
without requiring medical examination, the disability allowed is 
only $5.00 per month per $1,000, not $10 which is sometimes avail- 
able. On the other hand, each member, if she has need of it, 
will have access to the whole accumulating fund which the Guild 
will be piling up each year from its dividends for, as mentioned 
above, the insurance is issued on the participating plan. Of 
course, if any member wishes to take the medical examination 
she may do so and receive $10.00 per month for each $1,000 of 
insurance, but she runs the risk of being refused insurance alto 
gether on account of some disease condition (about 60 per cent 
of the women applying for insurance are refused) and if she is 
nursing nervous or communicable diseases the rate would be 
considerably higher. One other restriction is imposed for the 
special terms on which this insurance can be secured, namely. 
that all members choose to take out insurance for the same 
amount, $1,000, $1,500, $2,000 or $3,000, but on any of the four 
plans noted, and that all premiums come through the Guild 
In other words, you pay your premium with your annual dues. 
and the total is forwarded to the company 

You will note that the participating plan is provided. This 
means that the Guild, through you, will participate in all the 
earnings of the company. It is planned to place these dividends 
at the permanent disposal of the Guild for the use of all mem 
bers. Just let us sit down a moment and compute how much 
money the Guild will eventually accumulate for your use by this 
plan—money which can be used to help disabled members, to 
establish scholarships—a great common fund to which you will be 
contributing and from which you can draw in time of need. 

Suppose that 800 members will take advantage of this oppor 
tunity, 200 under the ordinary life plan (which we do not advise 
because only the nurse’s family benefits, she herself is not 
helped), 200 under the 20-payment life plan and 400 under the 
20-year endowment. We will suppose for purposes of computa 
tion that the average age is 35 years. Compiling the dividends 
on the scale of participation issued as of January 1, 1927, and 
assuming that each member took out only $1,000, and that all 
will live for twenty years (as a basis of maximum costs), the 
figures would stand as follows: 

Total 
Deposits 


nurse who is dis 
she can no longer 
months have elapsed 
of insurance. Her 


the 
that 


Guild 
Dividends 


$201,115.41 


Total Cash 
Withdrawn 
400 $400,000) 
200 
200 


20-year endowment } 
20-payment life ' 113.200 + 
ordinary life J 62.200 | 
If you substract the total withdrawn from the total paid in 
you have a difference of $64,160. But remember the Guild has 
received $201,113.41 in dividends available to all members, which 
means a clear profit of $136,953.41, and during the whole twenty 
years each member has been insured at the very low cost of $4.01 
per year per $1,000. 

Considering the sheet which follows as your opportunity for 
expression on the plan, fill in all details carefully and forward 
it to the undersigned at 468 Fourth Avenue, New York City. The 
data thus secured will be presented to the Guild at its annual 
conference in Milwaukee in June for final decision. 

Very truly yours. 
META PENNOCK, 
Chairman Insurance Committee. 

(Note: The insurance tables and form of application were 
sent with this letter to the Guild members.) 


DISTRIBUTION OF GUILD MEMBERSHIP 
It will be interesting at this time to publish the distri- 
bution of membership of the Guild. On May 31, 1927, 
the membership list showed a total of 902. These mem- 
bers live in 217 cities in the United States, in 26 cities in 
Canada, besides in England, Ireland, Malta, Switzerland, 


$639,560 | 
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and Porto Rico. The following is a list of places, arranged 
by states and countries, in which one or more members of 


the Guild reside: 
UNITED STATES 


Alabama: Birmingham. 

Arizona: Phoenix. 

Arkansas: Hot Springs. 

California: Los Angeles, Oakland, Sacramento, San Francisco. 

Colorado: Colorado Springs, Denver, Pueblo. 

Connecticut: Bridgeport, Greenwich, Hartford, New Haven, Nor 
wich, Willimantic. 

Delaware: Wilmington. 


District of Columbia: Washington. 

Florida: Miami. 

Illinois: Aurora, Blue Island, Chicago, Chicago Heights, De Kalb, 
East St. Louis, Evanston, Galena, Great Lakes, Joliet, 
Lawrenceville, Oak Forest, Olney, Peoria, Peru, Rock Island, 
Springfield, Watseka. 

Indiana: Columbia City, Evansville, Fort Wayne, Gary, Griffith, 
Hammond, Jeffersonville, Kokomo, Lafayette, Lucerne, Marion. 
Mishawaka, New Albany, New Haven, Terre Haute, Winamac, 
Yoder. 

Iowa: Cedar Rapids, Davenport, Eagle 
lowa City, Keokuk, Marion, Monticello. 

Kansas: El Dorado, Franklin, Mulberry, Pittsburg. 

Kentucky: Louisville. 

Louisiana: New Orleans. 

Maryland: Baltimore, Cumberland, Elliott City, 

Massachusetts: Boston, Braintree, Brockton, Chelsea, 
Leominster, North Andover, Springfield, Worcester. 

Michigan: Ann Arbor, Bay City, Cadillac, Calumet, Cheboygan, 
Detroit, Grand Rapids, Ionia, Kalamazoo, Lansing, Menominee, 
Midland, Muskegon, Saginaw. 


Grove, Independence, 


Parkville. 
Haverhill, 


Minnesota: Albert Lea, Caledonia, Minneapolis, Moorhead, Per 
ham, Rochester. 

Missouri: Excelsior Springs, Joplin, Kansas City, St. Louis. 

Montana: Glendive. 

Nebraska: Columbus, Lincoln, Lynch, Tilden. 


New Hampshire: Claremont, Manchester. 

New Jersey: Atlantic City, Bergenfield, Jersey City, Morristown, 
New Brunswick, Passaic, Paterson. 

New Mexico: East Las Vegas, Roswell. 

New York: Albany, Batavia, Buffalo, Central Islip, Ellis Island, 

New York, Ogdensburg, 


Elmira, Flushing, L. L, Kingston 
Rochester, Salamanco, Thiells, Troy. 
North Carolina: Charlotte. 


Valley City. 
Cleveland, 


Dakota: 
Cincinnati 


North 
Ohio: 


Columbus, Hamilton, Lorain, 
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Newark, Springfield, Tiffin, Toledo. 
Oklahoma: Canute, Lawton, McAllester, 
Oregon: Portland. 

Pennsylvania: Allentown, Beaver Falls, Bellevue, Chester, Con 
nelisville, Eagleville, Elliot, Elwood City, Indiana, Lancaster, 

Lawndale, McKees Rocks, Millvale, Monica, Monongahela City, 


Oklahoma City, 


New Castle, Philadelphia, Pittsburgh, Pittston, St. Mary’s. 
Scranton, Westchester, West Reading, Wilkinsburg, Williams 
port, York, 

Rhode Island: Providence, Woonsocket 

South Dakota: Aberdeen, Elkton, Mitchell 

Tennessee: Memphis 

Texas: Amarillo, Eastland, Fort Worth, Legion, Paris, San 
Angelo, San Antonio, 

Virginia: Norfolk, Portsmouth 

Washington: Seattle, Spokane 

Wisconsin: Appleton, Burlington, Campbellsport, Fond du Lae, 


Marshfield, 
Sheboygan, 


Waterloo, 


Manitowoc, 
Rockfield, 
Union Grove, 


Madison, 
Racine, 
Rivers, 


Lena, 
Neosho, 
Two 


Crosse, 
Mosinee, 

Trempealeau, 
W hitewater. 


Kenosha, La 
Milwaukee, 
Sherwood, 
Wausau, 
CANADA 

Cranbrook, Vancouver. 
terry Mills, Blackville, 
Newcastle 


British Columbia: 
New Brunswick: 
E. St. John, 


Chatham, Derby Ject., 


Nova Scotia: Antigonish, Fort Hood, Frankville, Glace Bay, In 
verness, Monastery, Mulgrave, New Waterford, Point Tupper, 
Sydney, Sydney Mines, Truro, Yarmouth 


Ontario: Seaforth 

Prince Edward Island: Charlottetown 

Quebec: Arthabaska, Montreal 
FOREIGN COUNTRIES 


Summerside 


Lincoln 
Julians 


England: 
Malta: St. 
Switzerland: Geneva. 
Porto Rico: Ponce. 
OFFICERS OF THE CHAPTERS OF THE GUILD 
Gary, Indiana. 
President—Harriet A. Caske, 731 Pierce Street, Gary, 





Indiana. 
Secretary—Kacid M. Lawrence, Mercy Hospital, Gary, 
Indiana. 
Louisville, Kentucky. 
President—Jo O’Connor, 922 So. Sixth Street, Louis- 





ville, Ky. 
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SCENE FROM RED MOUNTAIN, 
BIRMINGHAM, ALA. 
ST. JOSEPH’S HOSPITAL, 
SAVANNAH, GA. 
TREES WITH SPANISH MOSS, 
SAVANNAH, GA. 








Photos by Father Garesché. 
MILES OF PALMETTOS, 
SAVANNAH, GA. 
NURSES’ HOME, ST. VINCENT'S 
HOSPITAL, BIRMINGHAM, 
ALA. 
SOME MEMBERS OF THE 

SAVANNAH CHAPTER OF 


PARK, SAVANNAH, GA. 
ST. VINCENT’S HOSPITAL, 
BIRMINGHAM, ALA. 
VIEW OF ST. VINCENT’S 
HOSPITAL, 
BIRMINGHAM, ALA. 
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Secretary—Agnes Kennedy, 922 South 6th Street, 
Louisville, Ky. 
Memphis, Tennessee. 
President—Miss Sara M. Scott, St. Joseph’s Hospital, 
Memphis, Tenn. 
Secretary—Miss Helen Burke, St. Joseph’s Hospital, 
Memphis, Tenn. 
New Orleans, La. 
President—Mrs. L. H. Cross, 2605 Prytania Street, 
New Orleans, La. 
Secretary—Miss Lillian Hale. 
Pittsburgh, Pa. 
President—Miss Helen Burrey, St. Francis Hospital, 
Pittsburgh, Pa. 
Secretary—Miss Elfreda Barie, St. John’s Hospital, 
Pittsburgh, Pa. 
Baltimore, Maryland. 
President—Miss Katherine Brady, 570 East 22nd St., 
Baltimore, Maryland. 
Secretary—Miss Mary Boyle, St. Joseph’s Hospital, 
Baltimore, Maryland. 
Chicago, Illinois. 
President—Miss Anna Frances Tighe, 6001 So. Green 
Street, Chicago, IIl. 
Secretary—Miss Maude Langdon, 508 East 62nd 
Street, Chicago, Illinois. 
Davenport, Iowa. 
President—Miss Elizabeth Flynn, 
Avenue, Davenport, Iowa. 
Secretary—Miss Lillian Phelan, 
Street, Davenport, Iowa. 
Fond du Lac, Wisconsin. 
President—Miss Kathryn Ockstadt, St. Agnes Hos- 
pital, Fond du Lac, Wis. 
Secretary—Miss Eaudeal Cournoyer, St. Agnes Hos- 
pital, Fond du Lac, Wis. 
Mobile, Alabama. 
President—Miss Celestine Pratt, 162 S. Jefferson St., 
Mobile, Ala. 
Secretary—Miss Mildred Dolbear, 1456 Spring Hill 
Avenue, Mobile, Ala. 
Birmingham, Ala. j 
President—Mrs. D. C. Van Merkestyn, 3408 Willow 
Avenue, Birmingham, Ala. 
Secretary—Miss Catherine A. Moultis, 2527 Caldwell 
Avenue, Birmingham, Ala. 
Antigonish, N. S., Canada. 
President—Miss Catherine McDonald, Inverness, C. 
B., Canada. 
Secretary—Miss Cecilia Chisolm, Inverness, C. B., N. 
S., Canada. 
Cape Breton, Canada. 
President—Miss Florence Merlin, New Waterford, C. 
B., N. S., Canada. 
Secretary—Miss Maria Campbell, 267 
Sydney, N. S., Canada. 


Chatham, N. B., Canada. 
President—Miss Mary McGrath, Hotel Dieu Hospital, 
Chatham, N. B., Canada. 
Denver, Colorado. 
President—Miss Loretta Mulherin, St. Joseph’s Hos- 
pital, Denver, Colorado. 
Norfolk, Virginia. 
President—Miss Helen E. Brew, 3512 Granby Street, 
Norfolk, Va. 
Toledo, Ohio. 
President—Miss Frances R. O’Donnell, 2202 Warren 
St., Toledo, Ohio. 
President—Miss Alice English, St. Joseph’s Hospital, 
Lorain, Ohio. 


Indianapolis, Ind. ; 
President—Miss Eugenie V. Kennedy, St. Vincent’s 


Hospital, Indianapolis, Ind. 
Savannah, Georgia. 
President—Miss Martha G. Gatska, St. Joseph’s Hos- 
pital, Savannah, Ga. 
Secretary—Miss Eloise Brady, 407 W. 36th Street, 
Savannah, Ga. 
The Savannah and Birmingham Chapters of the 
International Catholic Guild of Nurses 
The Savannah Chapter of the International Catholic 
Guild of Nurses held its first meeting May 22, at eight 
o’clock in the evening at St. Joseph’s Hospital, Savannah, 
Georgia. The meeting was called at this time so as to take 
advantage of the visit of Father Garesché, S.J., and have 
him address the chapter and explain the ideals and plans 
of the Guild. Father Garesché had been attending the 
meetings of the Catholic Press Association Convention in 


2509 Pershing 


2126 Marquette 


Lingan Road, 
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Savannah on the Friday and Saturday preceding. All the 
members of the Guild who could possibly attend, together 
with some prospective members and Sisters from the hos- 
pital were in attendance at the meeting and iistened with 
great interest to a practical talk, on the need of organiza- 
tion and the ideals and opportunities of the local chapter. 
Especially practical was the suggestion that some of the 
members ot the Guild should give health talks to the gen- 
eral public and thus render educational service in Savan- 
nah. The organization of the various committees will be 
pushed forward as actively as possible and the work of the 
Guild in Savannah promises to be very interesting. 

On his way home from the meeting of the Catholic 
Press Association, Father Garesché visited St. Vincent’s 
Hospital, Birmingham, where he gave a talk to the gradu- 
ate and senior student nurses on the International Guild. 
A large number of nurses attended the meeting which was 
held on the evening of May 25 at St. Vincent’s Hospital. 
After hearing of the progress made by the Guild and of 
the advantages of International membership, the nurses 
voted unanimously to establish the Birmingham Chapter 
of the International Catholic Guild of Nurses and to have 
this Chapter take the place of the local Guild which has 
existed at Birmingham for some years past. Father 
Garesché, in his address, outlined the whole program of 
activities which will interest the members of the Birming- 
ham Chapter during the coming year. 

Retreat Will Long Be Remembered. A profitable and 
memorable retreat was held at the Champlain Valley Hos- 
pital at Plattsburg, N. Y., from April 25 to April 29. It 
has left a deep impression on the fifty young women who 
were granted the privilege of following the exercises. The 
retreatmaster, Rev. J. Legris, C.SS.R., of Saint Anne de 
Beaupre, met fearlessly the problems of our world of today, 
in a most practical manner, facing and solving especially 
those of the hospital world. 

The age-old solutions of our Divine Savior, daily 
prayer and frequentation of the Sacraments, the means He 
left to obtain His grace, the sole dynamic force capable of 
aiding us to keep His Commandments, were appealingly 
emphasized. Father Legris’ convincing logic proved that 
there are no problems, today or any day, which the penny 
catechism cannot crush. 

The religious life with its field white for the harvest, 
so attractive to young, generous hearts, was presented in 
all its magnetic loveliness, in its joy of giving all to Him 
who gave all for us. The retreat will be long remembered 
in thought and in prayer. Those who made it have found 
new strength in prayer, especially in following the way of 
the Cross, so lovingly, vividly drawn by the retreatmaster. 
The retreat was conducted under the guidance of Our Lady 
of Perpetual Help. 

Nurse for 28 Years. Miss Emma Hannafin, who was a 
member of the first graduating class of St. Vincent’s Hos- 
pital, Indianapolis, Ind., in 1899, is still nursing at St. Vin- 
cent’s. Only one other member of the class is still nursing. 

TO THE GRADUATE NURSE 
R.N. and then 

What would these letters mean if they came? 

Will it be, they will win for you much fame, 

Or make for you some great honored name? 
’Tis a noble ambition, not a mere whim— 
R.N.—but when? 

R.N, for registered nurse 

So it is after the state-board session, 

A high ideal of woman's profession— 

And a great blessing in mankind's possession 
Call her in time, save calling a hearse. 
R.N.—registered nurse. 

R.N.—refuse none 

Is another meaning there is to be seen: 

Refuse not the wealthy in circumstance keen: 

Refuse not the lowly, the wretched and mean 

Whenever they call in their trouble you come, 
R.N.—refuse none. 
R.N.—rest not, 

This saying is truthful it seems to me, 

The registered nurses you'll many times see, 

Are worn and weary, as you will be 
For duty oft says, though it’s time for your cot: 
“R.N.—rest not.” 

R.N.—real nurse 

Is the one with that sweet little smile, 

Through the daily old drudgeries there all the while: 

To smile at these things is simply her style, 

For she thinks in her heart, “it could be much worse.” 
R.N.—real nurse. 
R.N.—rest now 

This thought comes to me as a great big surprise; 

Now look at the astonished, wondering eyes, 

But rest will not come ‘til Heaven's your prize: 

God will say, while placing the crown on your brow: 
“R.N.—rest now.” 


(Continued on page 32a) —Sr. M. E. 

















NOTES ON THE CONVENTION OF THE AMERICAN 
MEDICAL ASSOCIATION 
Inno McGill 

“The world looks largely to medical science to bring 
about a physical, mental, and spiritual regeneration,” de- 
clared President Coolidge at the opening session, on May 
17, at Washington, D. C., of the seventy-eighth annual 
convention of the American Medical Association. 

The president praised medical men as he has praised 
the men of few other professions; dwelling at length on 
the heroism of those who have worked with deadly germs 
and permitted themselves to be inoculated with disease so 
that others might be saved, and cited several examples of 
how the profession has advanced civilization. 

The largest convocation of medical men ever held in 
the history of this country gathered for the session of the 
association, at the nation’s capital. When the last con- 
vention was held in that city the association had a mem- 
bership of about 3,500. Now, it has 93,882, out of 148,644 
physicians in the United States. 

“A Congress composed of laymen has no right to tell 
legally qualified physicians how much whisky they may 
prescribe for a sick person” was the principle proclaimed 
by the Medical Association at Washington, following a 
three-day study of the liquor question. 

The house of delegates, the administrative body of the 
organization, announced a bill would be prepared and sub- 
mitted to Congress asking repeal of that provision in the 
Volstead Act which says that no patient may be given 
more than one pint of whisky in ten days. 

Dr. Charles H. Mayo of Rochester, Minnesota, in ad- 
dressing the University Club, during the week of the 
annual meetimg of the Medical Association in Washington, 
declared, “Schools are idle too many months a year in 
America,” and said, further that, “legislation in several 
States is retarding the rising generation.” Referring to 
the psychology of crime, he said: “Today it is impossible 
to convict one who steals, and almost as hard to convict 
the murderer because the public, through the press, has 
become habituated to such things.” “Evasion of the law 
is so much in evidence in the papers,” he said, “that its 
enforcement has become impossible.” 

Dr. Mayo told the group that the old alchemist’s dream 
of producing gold by chemical means has been realized, and 
the precious metal may now be made from mercury at a 
cost of $30,000 an ounce. “You see, it doesn’t pay,” he 
said. “It’s much easier to go out and earn your money 
bootlegging.” 

Plans of Georgetown University to establish a new 
medical center in the near future were disclosed by Father 
Charles W. Lyons, S.J., at the reunion dinner in Ryan Hall 
at which he was host to about 250 alumni of the George- 
town Medical School. With the new building, nearing com- 
pletion, Georgetown University Hospital will be one of the 
largest in Washington. This is expected to be turned over 
to the hospital by the fall. Father Lyons is hoveful of 
following this building, “almost immediately” with a new 
building for the medical and dental departments of the 
University. 

Despite the fact that Georgetown’s medical school has 
struggled along for seventy-seven years without an endow- 
ment, Father Lyons declared “the university has no fears 
for its future.” 

Minneapolis was chosen by the Medical Association as 
the city for next vear’s convention; having received a 
majority vote over Kansas City, Mo., and Portland, Oreg. 

The president-elect of the American Medical Associa- 
tion, Dr. Jabez N. Jackson, of Kansas City. Mo., in his in- 
augural address, made a plea for endowed hospitals for 
middle-class patients. The poor, he said, are provided for 
by charity, but the man of moderate income. who will not 
accept charity, is often put into debt for a long period of 
time because of hospital, medical, and nursing costs. 
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BRAIN ABSCESS 
Ivan P. Balabanoff, M.D., Tacoma, Wash. 
1. Case Report 

Patient, B. W., ten years of age, had an acute middle 
ear and mastoid abscess. Mastoid operated upon. Wound 
healed in two weeks. The patient was sent home entirely 
well. 

One week later, March 19, 1927, patient was brought 
to my office complaining of some pain in back and left arm, 
no headache. 

Left eye, ptosis of upper lid, eyeball slightly protrud- 
ing, pupil dilated, vision 20/200, sees double. The ophthal- 
moscope showed papillitis, edema. Patient walks without 
difficulty. Sent home to be kept in bed for a day or two 
and to report at the office again. On the following morn- 
ing at 4 o’clock the patient was seized with severe spas- 
modic pains in the back and arm. At this time the par- 
ents noticed that the patient had no use of her right wrist 
and ankle. Their doctor called me in consultation. 

On arriving at the home, I found the patient scream 
ing with pain in the back and arm, but no headache. Tem- 
perature 97, Pulse 50. Diagnosis, abscess on the left side 
of the brain. 

The patient was taken to St. Joseph’s Hospital. The 
radiographs of the head showed no evidence of abnormal- 
ity. Leucocyte count was 28,700. Spinal fluid, cell count 
2.5 perc.m.m. Many R. B.C. Globulin increase probably 
due to blood caused by puncture. 

March 22, 1927, decided to trephine for exploratory 
examination. Ether anesthetic was used. 

A curved incision through skin, muscle, and periosteum 
over the temporoparietal region, above the auricle; the 
cranium was opened one inch above the center of the ex- 
ternal auditory meatus, circular one inch size opening 
made. On lifting up the plate of bone the dura bulged 
through under great pressure from within. On palpation 
distinct pulsation was found, which indicated that there 
was a large abscess in the sphenotemporal part of the 
brain. 

Ha!f an inch horizontal incision was made in the dura, 
the brain was forced through the incision; a long, narrow 
bistoury was introduced through the convolution of the 
protruding brain fully one and one-half inches in depth. 
Before entirely withdrawing the bistoury from the wound, 
thick greenish pus was forced out and spurted about six 
inches from the wound. The dura incision was slightly 
enlarged and the pus kept flowing. If it could have been 
measured, it would have amounted to two or three ounces. 
When the pus stopped flowing, the abscess was swabbed 
gently with sterile gauze, and then packed with one-half- 
inch-wide iodoform gauze. Externally the wound was 
dressed with powdered iodoform and gauze around bone 
and dura cut to prevent any reinfection of the meninges 
from pus flowing from the wound, loosely covered with 
sterile gauze and bandaged. 

At the conclusion of the operation the patient appeared 
in good condition; while applying the bandage the patient 
yelled out, “Let my head alone.” 

Patient returned to bed. Coffee proctoclysis was used 
all night to lessen shock if any followed the operation. 
Had a fair night and appeared in good condition the follow 
ing morning. 

March 23rd. The first dressing was done under nitrous 
oxide anesthetic. Packing was removed from the wound; 
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more than one ounce of pus was evacuated. Wound was 
repacked with iodoform gauze and sterile dressing applied. 

Smear from pus shows a few pus diplococci; the cul- 
ture was negative. 

Smear from intracranial serous fluid: occasional pus 
cell, occasional diplostreptococci found. 

Smear from inside skull: no pus cells found, occa- 
sional diplostreptococci. 

April 12, 1927, smear from pus in the brain abscess: no 
organisms found. 

Progress 

Within 48 hours from primary operation all motor 
paralysis disappeared. Ptosis was much improved, dilata- 
tion of the pupil decreased. Vision before the operation: 
Count figures at two feet, now very much improved. Re- 
action of pupil, though sluggish, responds to light and 
shade. In less than a week the patient was able to be up 
and about. Appetite improves daily. Patient is getting 


stronger and normal in every way. 

At present date, April 20, 1927, the abscess seems 
entirely clean of pus, only clear serum flows when wound 
is dressed. The external wound is rapidly granulating and 
closing up. Vision of eye 20/20. 

Since the operation the patient has never had any pain 
Progressing to rapid normal 


in the head, back, or arm. 
recovery. 

Subsequent dressing of the abscess after March 23 to 
May 6 was done every morning, always using the encephal- 
oscope with the obturator, introducing it in the abscess 
gently, thus preventing any trauma to the brain tissue 
while swabbing and packing the abscess. 

Each day showed improvement; necrosis‘and pus de- 
creased steadily, and packing of iodoform gauze was les- 
sened as the abscess became smaller. 

May 8, the wound entirely closed. During the entire 
course of treatment, the patient never complained of pain 
in the head while the abscess was being dressed or between 
the time of dressings. 

The patient’s general physical condition improved 
daily; mental condition normal with no evidence of possible 
complication. 

Finally the external skin wound completely closed by 
granulation. 

2. Case Report 

April 13, a. m., I was called by Drs. J. B. McNerthney 
and R. A. Garnett to see patient, Miss E. F., at St. Joseph’s 
Hospital in a semicomatose condition. 

Three weeks prior to admittance to the hospital, the 
patient had complained of some earache on the right side 
with no discharge or mastoid complication. She had been 
going to school for two weeks before she developed a 
severe frontal headache, vomiting, loss of appetite, and 
feeling indisposed. 

April 9. Dr. Garnett was called to the house to see 
the patient. Examination of urine was normal. He gave 
her some medicine for the headache and vomiting. The 
patient was gradually getting worse, April 12, Dr. Garnett 
called to see patient and found her suffering a great deal 
from headache and vomiting. He suspected some inter- 
cranial complication and sent her to St. Joseph’s Hospital. 

April 13. The patient was much worse, in a semi- 
comatose condition. Dr. J. B. McNerthney had been called 
in to attend the patient with Dr. Garnett. They called me 
for consultation. A spinal puncture was made. Clear 
cerebrospinal fluid came under great force. The patient 
seemed better after withdrawing a test tube full of the 
fluid. The cell count was 90. 

The pathologist’s diagnosis might be one of three 
things: T. B. meningitis, anterior poliomyelitis, or a brain 
abscess. To this the doctors agreed with the predominance 
of opinion leaning to an abscess in some. part of the brain. 

My diagnosis was derived from the fact that the child 
suffered earaches on the right side three weeks previous, 
also severe headaches, vomiting, temperature 97, pulse 60, 
and dilated pupils and expression of the face, anxious. 

The diagnosis was a cerebral abscess in the tempero- 
sphenoidal fossa. This diagnosis was accepted and an 
operation was done at 12:30 p. m., April 13, 1927. 


The Operation 
1. A curved incision was made one inch above the ex- 
ternal auditory meatus, through skin, muscle, and peri- 
osteum. 
2. Periosteum was elevated. 
8. A one-inch trephine opening was made above the 
center of the external auditory meatus. 
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On removing the cortex, the dura was exposed. 

The dura was apparently normal, but was under a 
deal of pressure. 

On palpation, felt distinct pulsation. 

One-half-inch incisicn was made in dura through 
which the brain pretruded. 

8. With a narrow, pointed bistoury, a plunge was 
directed slightly upward, torward and inward, some bleed- 
ing followed, but no pus. 

9. The bistoury was withdrawn. 

10. In the same opening, the bistoury was reintro- 
duced with the point slightly upward, backward and in- 
ward one and one-half inches deep in the brain. Rotating 
it on its axis in the same position dark green pus shot out. 

11. Whiting’s cephaloscope was introduced in the same 
cut to a depth about one and one-half inches in the brain; 
withdrawing the obturator no pus followed. Withdrawing 
the instrument to about one inch from the surface a large 
quantity of fluid pus flowed out, there was about one and 
one-half ounces. 

12. The abscess cavity was packed with narrow iodo- 
form gauze through celoscope. 

13. The dura and bone opening were: protected with 
a separate piece of iodoform gauze. 

14. Iodoform gauze was placed over entire wound. 

15. The wound was dressed surgically. 

April 14. The first dressing of the abscess was done 
under nitrous oxide anesthetic. On removing the packings 
from the abscess and introducing the celoscope, tipping the 
point a little forward, another pocket of pus was encount- 
ered which flowed through the celoscope to the amount of 
an ounce. After emptying the abscess thoroughly a one- 
eighth-inch iodoform gauze was introduced through the 
celoscope and the abscess cavity was filled lightly as the 
instrument was withdrawn to the surface. 

Subsequent dressings of the abscess were done every 
morning with the celoscope introduced and the abscess 
cavity gently swabbed with cotton applicators. For the 
first few dressings there were some pus and necrotic tissue 
wiped out. Each day it became less. At the end of ten 
days all pus and necrosis had subsided. One could see the 
clean convolutions of the brain closing together as the 
celoscope was withdrawn from the wound. 

On the sixteenth day after the primary operation the 
opening in the brain was entirely closed; by the twenty- 
fifth day the scalp wound was closed. 

The most remarkable part in this case was that the 
patient never complained of any pain while the wound was 
being dressed, not even when the celoscope was introduced 
one and one-half inches in the brain. 

All the preoperative symptoms improved, or were en- 
tirely relieved within twenty-four hours after the operation 
and the child improved daily without a single complication. 
The patient became perfectly normal mentally and physi- 
cally. 

In this case, the abscess being smaller than the case 
No. 1, responded to more rapid recovery. In less than 
three weeks the abscess and the external wound were en- 
tirely healed, and the patient discharged. 

In the year 1917 I operated on two other identically the 
same cases as the present, treated in the same manner; 
recovery was rapid, with physical and mental conditions 
normal and they remain the same to the present day. 

I attribute the 100 per cent normal recovery in the 
only four cases I have had to the proper after treatment 
and in the use of Dr. Whiting’s celoscope with the obtura- 
tor. 


grea 


Dr. Frank Billings Honored by France 

The government of France has bestowed the honor of 
Officer of the Legion of Honor upon Dr. Frank Billings of 
Chicago. 

Dr. Billings at the time of the entrance of the United 
States into the world war was a professor of medicine in 
the University of Chicago. He was formerly dean of the 
faculty of Rush Medical College. He was also a major in 
the American Red Cross Mission to Russia. 

Later he became a colonel in the medical corps of the 
army. With the A. E. F. he held the positions of provost 
marshal general and of surgeon general. 

He has been an active worker in various professional 
and civic activities. He served as president of the Illinois 
State Board of Charities from 1906 to 1912. 

Annual Staff Meeting. The following officers were 
reelected at the annual meeting of the St. Mary’s Hospital 

(Continued on Page 31a) 
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REGULATIONS FOR HANDLING DRUGS IN 
HOSPITALS 

The Chicago department of health issued new regula- 
tions, April 15, concerning the handling of drugs in hos- 
pitals. Each hospital is now required to post written 
rules, approved by the board of health of Chicago, in close 
proximity to each medicine cabinet and in the drug room 
to safeguard the distribution and preparation of all medi- 
cines and solutions. All drugs and stock solutions used in 
hospitals must be prepared under the direction of a regis- 
tered pharmacist or physician and carefully labeled. All 
poisonous drugs must be kept separate at all times from 
nonpoisonous drugs. All medicines shall be administered 
only on the written order of a physician, except in extreme 
emergency. The following rules have been approved by 
the city board of health: 

All containers of drugs or chemicals shall be plainly 
labeled. So far as possible all labels on stock or solution 
bottles should be made permanent. 

All drugs for internal administration shall at all times 
be kept in their respective medicine cabinets under lock 
and key. 

Nurses shall not remove drugs from one container to 
another, nor make any change in labels. Have labels re- 
newed by the pharmacist when necessary. 

All poisonous drugs for internal administration shall 
be kept in a separate cabinet or compartment marked 
“poisons” in distinctive bottles or boxes plainly labeled as 
to contents and bearing a distinctive poison label. Non- 
poisonous drugs shall not be kept in a poison cabinet. 

All poisonous drugs or solutions, for external use, 
shall be kept separate from nonpoisonous drugs or solu- 
tions and shall be plainly labeled as to contents, and shall 
also bear a distinctive “poison” label. 

When about to use any drug or solution a nurse shall 
read the label when she takes the container in hand, again 
when she removes the contents, and again when she re- 
places the container. 

All prescriptions shall be written on the proper blank 
and signed by an attending physician or intern. All pre- 
scriptions for compounding shall be written on the proper 
blank and signed by the attending physician or intern. 

All drugs or solutions shall be prepared under the 
direction of a registered pharmacist or physician. Nurses 
shall make no changes in solution except that, when a 
weaker solution is desired, she may dilute the original 
solution for immediate use only. 

Sterile water for drinking purposes for infants shal! 
not be prepared nor kept in a room used for the prepara- 
tion or storage of drugs or solutions. 

No drugs shall be taken from the medicine cabinets or 
elsewhere for administration to patients by interns, nurses, 
or others without proper record being made. 


WISCONSIN HOSPITAL ASSOCIATION HOLDS 
CONVENTION 

The seventh annual convention of the Wisconsin Hos- 
pital Association was held at the Hotel Pfister in Milwau- 
kee, May 23 and 24. 

Rev. Herman L. Fritschel, director of the Milwaukee 
Hospital, who has served as president of the association 
since its organization, refused to accept another term. Dr. 
W. A. Henke, chief of staff of Grandview Hospital, La 
Crosse, who has been vice-president, was elected to the 
presidency. Rev. H. L. Fritschel was elected to the board 
of trustees. Mr. H. K. Thurston, assistant director of the 
Jackson Clinic, Madison, was reelected executive secretary 
and treasurer. Mr. Thurston has held this position since 
the society was organized. Miss Grace T. Crafts, R.N., 
superintendent of the Madison General Hospital, was 
chosen first vice-president and Miss Levina S. Dietrichson, 
R.N., superintendent of the Rocky Knoll Sanitarium, 
Plymouth, second vice-president. 
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The Minnesota Medical Association sent its secretary 
as official delegate to the Wisconsin meeting and the Wis- 
consin Association reciprocated by naming its retiring 
president to represent it at the Minnesota meeting to be 
held at Duluth, June 24 and 25. 

Resolutions were passed expressing appreciation and 
gratitude for the excellent service of the retiring president 
and thanking the Milwaukee Association of Commerce for 
its very material assistance in the work of the convention. 

Many interesting questions were discussed at the 
meetings by appointed speakers and by the audience. J. 
C. Elsom, M.D., professor of physical therapy at the Uni- 
versity of Wisconsin, gave some cleancut statements on the 
meaning and use of that branch of healing. He pointed 
out that physical therapy has been officially recognized as 
a legitimate means of treatment by the American Medical 
Association. Dr. Elsom discussed the thermal, the chemi- 
cal, and the mechanical effects of physical therapy. He 
said, “Don’t put your physical therapy department in the 
basement.” 

On the evening of May 24 a banquet was held at the 
Hotel Pfister at which addresses were delivered by Hon 
Judge A. C. Backus of Milwaukee; Wm. H. Walsh, M.D., 
executive secretary of the American Hospital Association; 
Rev. C. B. Moulinier, S.J., president of the Catholic Hos 
pital Association; and Miss Laura R. Logan, R.N., dean of 
the Illinois Training School for Nurses. 

Illinois Catholic Hospital Association Meets 

At the closing banquet of the seventh annual meeting o! 
the Illinois Conference of the Catholic Hospital Association 
at St. Mary’s Hospital, E. St. Louis, Ill., Rock Island was 
chosen as the next place of meeting. The following officers 
were reelected: Rev. P. J. Mahan, S.J., regent of Loyola 
Medical School, Chicago, director; Sister Mary Veronica, 
R.N., Mercy Hospital, Chicago, president; Sister Mary Am- 
brosia, R.N., St. Elizabeth’s Hospital, Chicago, secretary- 
treasurer; Sister Helen Jarrell, R.N., St. Bernard’s Hos- 
pital, Chicago, member of executive board. 

The delegates to the conference, who represented 56 
Illinois hospitals, were taken on a tour of St. Louis hos- 
pitals and institutions. The banquet was attended by 
physicians, their wives, and members of the clergy. 

First Public Appeal in 61 Years 

St. Francis Hospital, Pittsburgh, Pa., is conducting a 
campaign for funds to increase its bed capacity. St. Fran 
cis Hospital has served the public for more than 61 years 
and has never before been forced to ask for public support. 
In her explanation of the present appeal, Sister M. Thoma- 
sine, the superintendent, states that at present it is some 
times necessary to keep patients on the waiting list for as 
long as three weeks before admission to the hospital; and 
this in spite of the fact that beds have been placed in the 
sunporches, in the aisles of the wards, and in screened-in 
places at the end of the corridors. 

Receives Large Bequest 

Misericordia Hospital of Philadelphia, Pa., has received 
a bequest of $65.000 according to the will of the late Mrs. 
Lillian Cecelia Whiteley of Philadelphia. The will names 
Cardinal Dougherty executor and trustee of the estate 
The will provides that the bequest constitute a fund to be 
invested for the hospital, the income of which is to be used 
for the benefit and purposes of the hospital. 


Post-Montgomery Hospital Dedicated 


The new $750,000 hospital at Battle Creek, Mich., was 
dedicated and presented to the Sisters of Mercy on April 
19. The hospital was erected by Mrs, Leila Y. Post-Mont- 
gomery, widow of C. W. Post, food manufacturer. Gov. 
Fred W. Green was the principal speaker at the banquet 
which was attended by more than 50 Michigan priests. 
The dedication was also attended by 50 Sisters of Mercy 
from hospitals in the middlewest, headed by Sister Ursula 
of Dubuque. A nurses’ home, costing $150,000, a gift to 
the Sisters of Mercy from the Wernstein estate, is now 
being completed. 

Dedication of New St. Joseph's 

On May 9, dedication ceremonies were held at the new 
St. Joseph’s Mercy Hospital, Pontiac, Mich. The public 
was invited to atend the ceremonies, and on the following 
day, the hospital was open to receive patients. According 
to an announcement, friends have donated 34 rooms to the 
new hospital. Two rooms were furnished at a cost of $800 
while 23 rooms were furnished at a cost of $200. The hos- 
pital is said to be one of the most modern institutions in 
the state. 
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CORNER STONE LAID AT ST. ANNE’S HOSPITAL, 
CHICAGO 

The first day of May in Chicago was a beautiful day, 
the brightest day spring had offered. This was particu- 
larly pleasing to the patrons and friends of St. Anne’s 
Hospital, 4900 Thomas Street, Chicago, for on this day the 
laying of the corner stone of the new six-story St. Anne’s 
Hospital by the Right Rev. Edward F. Hoban, D.D. took 
lace. 
. The procession formed in the hospital driveway a few 
minutes before three in the afternoon. Rev. Wm. Gorman, 


HOSPITAL PROGRESS 


After the Benediction, a five-o’clock lunch was served 
to the Right Rev. Bishop and the attending clergy, and the 
people were invited to partake of sandwiches and coffee. 
The beautiful day, the good order, the simple and impres- 
sive ceremonies seemed to give the quiet, reassuring testi- 
mony that God’s blessing rested in a particular manner on 
the new hospital. 

Work is steadily progressing on the new building 
which will be six stories high with facilities to accommo- 
date 275 patients. At the completion of the new structure, 


the present hospital will be turned into a nurses’ home t 











LAYING THE CORNER STONE, ST 
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the master of ceremonies, followed by the cross and candle 
bearers, headed the line of march toward the scene where 
the blessing and-laying of the corner stone was to take 
place. Delegates of the Holy Name Society and of other 
societies of the neighboring parishes, doctors, nurses, 
clergy, and altar boys, preceded the Right Reverend Bishop 
accompanied by the deacon, Rev. P. T. O’Reilly of Our 
Lady, Help of Christians, Church, and Rev. E. L, Dondan- 
ville, of St. Thomas Aquinas Church. Following in order 
came the Sisters and a very large concourse of friends and 
patrons. Bishop Hoban blessed the water and proceeded 
with the blessing of the corner stone and the building. The 
stone was then set in place and the final prayers read. 

Rev. Father Gorman introduced the Hon. Mr. D. F. 
Kelly, Knight of St. Gregory, who gave a short and very 
interesting introductory address. Mr. Kelly is a very able 
speaker, but he limited his words in order to give more 
time to the address of the Right Reverend Bishop. Bishop 
Hoban told of the necessity of hospitals, the good done in 
such institutions, and the support and cooperation needed 
by them. He dwelt on the sacrifices demanded by the 
duties and responsibilities connected with every great 
undertaking, and praised the work of religious, who have 
offered their lives to God to help His suffering children, 
both in a physical and in a spiritual manner. He urged the 
people to give freely of their means and encouragement to 
the Sisters, and commended those who do so, giving par- 
ticular mention to the women’s auxiliary of the hospital. 
Following the address, the procession formed and all re- 
turned to the hospital to be present for solemn Benediction. 
Only a small number of the large gathering could find a 
place in the chapel. The choir from Our Lady, Help of 
Christians, directed by Mrs. Wm. O’Brien, sang the “O 
Salutaris” and the “Tantum Ergo.” 
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accommodate the large number of additional nurses neces- 
sitated by the new institution. 
Celebrates 25th Anniversary 

On Sunday, May 8, the celebration of the 25th anni- 
versary of the founding of St. Anthony’s Hospital, 
Louisville, Kentucky, took place. Mass was said at 10 
a. m., at which the Very Reverend Rudolph Bonner of 
Cincinnati, Ohio, officiated. The sermon was delivered by 
the Rev. Simon Fiedler, former chaplain, now of Cincin- 
nati. A luncheon was served to the clergy at noon. A 
banquet was given at 7 p. m. for the hospital staff and 
visiting doctors. Sister Cosma of the Poor Sisters of St. 
Francis Seraph, superior of St. Anthony’s Hospital, 
Michigan City, Ind., the only surviving founder of the in- 
firmary at Louisville, was present at the celebration. The 
hospital was founded twenty-five years ago by Sister 
Cosma, Sister Anesia, Sister Barbara, and Sister Cyrilla. 
Sister Elzearia is now superior of the hospital. 

The school of nursing was established in 1923, and is 
under the supervision of Sister Adelberta. A class of five 
nurses was graduated in July, 1926, and a class of six 
nurses is expected to be graduated in a few weeks. In 
1923 the staff, composed of 43 physicians, was also organ- 
ized. They hold their monthly meetings at the hospital 
every second Tuesday night. St. Anthony’s has a complete 
operating department, consisting of five rooms, a patho- 
logical laboratory in charge of a paid pathologist, a fully 
equipped X-ray department and a physiotherapy section. 
A refrigerating system was recently installed throughout 
the building. Hospital officials are planning to erect a 
nurses’ home and another wing to the building, which is to 
house the operating department. In addition to caring 
for approximately 400 persons without financial recom- 
pense, the hospital has received more than 1,000 patients 
each year. (Continued on Page 36a) 





